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greater antibacterial efficacy... 


*This graph is adapted 
from Altemeier, Cul- 
bertson, Sherman, Cole, 
Elstun, & Fultz. 


A 


for today’s problem pathogens 


Because of the increasing emergence of pathogenic strains resistant 
to commonly used antibiotics, judicious selection of the most effec- 
tive agent is essential to successful therapy. In vitro sensitivity 
studies serve as a valuable guide to the antibiotic most likely to be 
most effective. Both clinical experience and sensitivity studies indi- 
cate the greater antibacterial efficacy of CHLOROMYCETIN 
(chloramphenicol, Parke-Davis) treatment for many resistant 
infections.!-7 


CHLOROMYCETIN is a potent therapeutic agent and, because 
certain blood dyscrasias have been associated with its administra- 
tion, it should not be used indiscriminately or for minor infections. 
Furthermore, as with certain other drugs, adequate blood studies 
should be made when the patient requires prolonged or intermittent 
therapy. 


References (1) Altemeier, W. A.; Culbertson, W. R.; Sherman, R.; Cole, W;; 
Elstun, W,, & Fultz, C. T.: J.A.M.A. 157:305 (Jan. 22) 1955. (2) Austrian, R.: 
New York J. Med. 55:2475 (Sept. 1) 1955. (3) Murphy, EF D., & Waisbren, B. A., 
in Murphy, FE D.: Medical Emergencies: Diagnosis and Treatment, ed. 5, Phila- 
delphia, F A. Davis Company, 1955, p. 557. (4) Weil, A. J., & Stempel, B.: 
Antibiotic Med. 1:319, 1955. (5) Jones, C. BR; Carter, B.; Thomas, W. L., & 
Creadick, R. N.: Obst. & Gynec. 5:365, 1955. (6) Kass, E. H.: Am. J. Med. 
18:764, 1955. (7) Tebrock, H. E., & Young, W. N.: New York J. Med. 55:1159 
(Apr. 15) 1955. 
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YOUR PATIENT NEEDS AN ORGANOMERCURIAL 


Practicing physicians know that many years of clinical and laboratory experience 
with any medication are the only real test of its efficacy and safety. 


Among available, effective diuretics, the organomercurials have behind them over 
three decades of successful clinical use. Their clinical background and thousands of 
reports in the literature testify to the value of the organomercurial diuretics. 


NEOHYDRIN 


EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 


MERCUHYDRIN® SODIUM 
LAKESIDE BRAND OF MERALLURIDE INJECTION 
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The 
Drink 


For a fact, you can even give this sparkling 
drink to babies—and without any qualms. 
Lots of mothers do just that! 

Just read the ingredients on the 7-Up bottle 
and you'll see why. We’re proud to list them 
' for your inspection, even though regulations 
. al don’t require this on soft drinks. 


Nothing does like Seven-Up! 


<a 
| a 
| | 
S | 
| 
eo 
4 _O 
> 
} 
\S 
NS 
A 


FEBRUARY, 1957 


SYMPTOMATIC 


RELIEF...PLUS! 


Tablets 
and 
Syrup 


ACHROCIDIN 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND 


ACHROCIDIN is particularly valuable in treating acute 
respiratory infections during epidemics or when ques- 
tionable middle ear, pulmonary, nephritic, or rheumatic 
signs are present. 

ACHROCIDIN Offers early, potent therapy against such 
disabling complications as otitis media, sinusitis, bron- 
chitis to which the patient may be highly vulnerable at 
this time. 

Included in the comprehensive ACHROCIDIN formulation 
are the analgesic components recommended for prompt 
relief of common coid symptoms. 


Adult dosage for ACHROCIDIN Tablets and new, caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dosage for children ac- 
cording to weight and age. 


Available on Prescription Only 


Each tablet contains: 

ACHROMYCIN® Caffeine 30 mg. 
Tetracycline 125 mg. Salicylamide 150 mg. 

Phenacetin 120 mg. Chiorothen Citrate 25 mg. 


E Lectente) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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SENSITIZ 


For topical use: in % oz. and 1 oz. tubes, 


For ophthalmic use: in % oz. tubes. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥. 
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(HYDROCORTONE® WITH PROPADRINEY AND NEOMYCIN) 


Anti-inflammatory— 
Decongestant—Antibacterial 


Topically applied hydrocortisone’ in therapeutic 
concentrations has been shown to afford a sig- 
nificant degree of subjective and objective im- 
provement in a high percentage of patients 
suffering from various types of rhinitis. Hypro- 
SPRAY provides HyDROCORTONE in a concentra- 
tion of 0.1 % plus a safe but potent decongestant, 
PROPADRINE, and a wide-spectrum antibiotic, 
Neomycin, with low sensitization potential. This 
combination provides a three-fold attack on the 
physiologic and pathologic manifestations of 
nasal allergies which results in a degree of relief 
that is often greater and achieved faster than 
when any one of these agents is employed alone. 
INDICATIONS: Acute and chronic rhinitis, vaso- 
motor rhinitis, perennial rhinitis and polyposis. 


SUPPLIED: In squeezable plastic spray bottles 
containing 15 cc. HyDRosPRAyY, each cc. sup- 
plying 1 mg. of HyprocorTone, 15 mg. of 

OPADRINE Hydrochloride and 5 mg. of Neo- 
mycin Sulfate (equivalent to 8.5 mg. of neo- 
mycin base). 


“§ 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc. 
PHILADELPHIA PA, 


REFERENCE: 1. Silcox, L. E., A.M.A. Arch. Otolaryng. 60:431, Oct. 1954. 
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when you want broad spectrum antibiotic therapy. with 
added safety for the many common respiratory, gastro - 


intestinal and urinary tract infections...the product 


to prescribe is 


Squibb Tetracycline-Nystatin 


the ONLY broad spectrum antibiotic preparation with 


added protection against monilial superinfection 


when you want specific antibiotic therapy for infections 
caused by Candida albicans (monilia) ...the product 
to prescribe is 


Squibb Nystatin 


the ONLY effective and safe antifungal antibiotic available 


® ano awe TRADEMARKD 
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Knox “Food Exchange” Diet Enlists the Cooperation 
of Your DIABETIC Patients for Dietotherapy 


Chas. B. Knox Gelatine Co., Inc. 
Professional Service Dept. SJ-22 
Johnstown, N. Y. 


1. This Knox booklet is based on nutritionally-tested Food 
Exchanges! and demonstrates that variety is possible for 
diabetic diets. 

2. The easy-to-understand Food Exchanges simplify dietary 


Pl d me ....... dozen 
control for the diabetic by eliminating calorie counting. of dhe 
3. Diets promote accurate adjustment of caloric levels to ing the useof Food Exchange Lists. 
the special needs of the patient, yet allow each individual Your Nene ent Adtien 


considerable latitude in the choice of foods. 


4. Each booklet presents in addition 16 pages of appetizing, 
kitchen-tested recipes. 


1. The Food Exchange Lists referred to are based on material in 
“Meal Planning with Exchange Lists” prepared by Committees of 
the American Diabetes Association, Inc., and The American Dietetic 
Association in cooperation with the Chronic Disease Program, Public 
Health Service, Department of Health, Education and Welfare. 
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A Better Antihypertensive 


. .. because among all Rauwolfia preparations Rauwiloid 
(alseroxylon) is maximally effective and maximally safe 
. . . because least dosage adjustment is necessary .. . 
because the incidence of depression is less . . . because 
up to 80% of patients with mild labile hypertension and 
many with more severe forms respond to Rauwiloid alone. 


A Better Tranquilizer, too 


. .. because Rauwiloid’s nonsoporific sedative action 
relieves anxiety in a long list of unrelated diseases 
not necessarily associated with hypertension . . . with- 
out masking of symptoms. . . without impairing in- 
tellectual or psychomotor efficiency. 

Wosage: Simply two 2 mg. tablets at bedtime. 


Rauwiloid is recognized as basal 


’ medication in all grades and types 


of hypertension. In combination with 
more potent agents it proves syner- 
gistic or potentiating, making smaller 
dosage effective and freer from side 
actions. 


® 
Rauwiloid + Veriloid® 
In moderate to severe hypertension 
this single-tablet combination per- 
mits long-term therapy with depend- 
ablystable response. Each tablet con- 
tains 1 mg. Rauwiloid and 3 mg.Veri- 
loid. Initial dose, 1 tablet t.i.d., p.c. 


After full effect one tablet suffices. 


Best first step when more potent drugs are needed 


® 

Rauwiloid + 

Hexamethonium 
In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 14 
tablet q.i.d. 
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20 cc. 
and decongestant 
0.1% 


—potent topical aniihistaminiec 
antibacterial wetting agent 
and preservative 


—dependable vasoconstrictor 


NASAL SPRAY 
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The NTZ nasal spray squeeze 


bottle is pocket size, plastic, 


proved intranasal medications— @eo-synephrine® HCl, 0.5% 


Balanced combination of three 


Ch 


RAPIDLY EFFECTIVE> NO ANTIBIOTIC SENSITIZATION 


COPYRIGHT 1956, WINTHROP LABORATORIES 
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NASAL SPRAY 
20 ce. 


ee 


Rtions— HCI, 0.5% 
Het, 0.1% 
—potent topical antihistaminic 
fran® Cl, 1:5000 


—antibacterial wetting agent 
and preservative 


a Z nasal spray squeeze 

mpocket size, plastic, 

Beeakable and leakproof. It is simple for 
nse-—-sprays a fine, even mist. 


ANTIBIOTIC SENSITIZATION 


if 
i 
f 
~ 
i 
\ o 
\ 
a 
i 
= 
‘ 
é 
= 
NGS 
tits 
~ 
4 
225 


S 
> 5 
s 3 
Sss 
x 8 


decongomiin 


On 


AN HOA MIN 
Aigaa wey) yeadas jou og 
ja) Asesodwa) 104 


jeseu 40 


0005 1 19 ,wesyd: 
0 


In colds, sinusitis and allergic 


rhinitis NTZ permits the 


patient to breathe again. 


It helps to restore the nasal 


“air conditioning system”— 
to produce aeration and 


proper sinus drainage. There 
is usually no congestive 


rebound—virtually no side 


effects. Patients may use it 
repeatedly without lo 


ss of effect. 


1954. 


1. Levin, S. J.: Pediat. Clin. North 
America, 1:975, Nov., 
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prroscribe even for 


Hypertensive, cardiac and thyroid patients 
tested have shown no systemic side effects 
from Neo-Synephrine.? Elderly people as 
well as children tolerate it well. 


2. Van Alyea, O. E.; and Don- 
nelly, Allen: drch. Otolaryng., 
49:234, Feb., 1949. 


Just before bedtime spraying nasal pas- 
sages with NTZ is particularly important 
—assures the comfort that invites a better 
night’s sleep. 


the patient ofray 


With a quick, firm squeeze of the bottle, 
the patient should spray twice: once to 
open the inferior meatus of the nose; sec- 
ondly, in a few minutes, to contract the 
middle and upper turbinates and to effect 
adequate sinus drainage. 


He may repeat the spraying every three or 
four hours, as needed. The plastic squeeze 
bottle is pocket size, unbreakable, and 
won’t spill. 
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NTZ 
Do not repeat mare often than every 
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NEO-SYNEPHRINE 
Pediatric Nasal Spray 


Children can easily learn to use the Neo-Synephrine 
Pediatric Nasal Spray themselves. There’s no sting — 
no muss, no fuss. This gentle spray contains 
0.25% Neo-Synephrine hydrochloride with Zephiran 
chloride (antibacterial wetting agent and preservative). 


For Adults: Neo-Synephrine HCl, 0.5% Nasal Spray, 20 cc. 


New York 18, N. Y. « Windsor, Ont. 


“FP — “4 NTZ, Neo-Synephrine (brand of phenylephrine), Thenfadil (brand of thenyldiamine) and 
From Alice in Wonderland Zephiran (brand of benzalkonium, as chloride, atu, trademarks nk S. Pat. Off. 
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When a mother asks about the cost of a 
formula for her baby, your answer can 
truthfully be “Baker’s is economical.” 


Baker’s is a complete food containing 
added carbohydrate, and adequate 
amounts of all known essential vita- 
mins and minerals. Because Baker’s is 


You have an economical answer 
BAKER’S MODIFIED MILK* 


sold at an extremely low price, one 
ounce of formula costs less than a 
penny —about $1.50 per week for most 
infants. 


Prescribe Baker’s Modified Milk in the 
hospital and thus provide mothers with 
an economical, complete infant formula. 


*Made exclusively from Grade A Milk (U.S. Public Health Service Milk Code ) 


THE BAKER LABORATORIES, INC. 


Main Office: Cleveland 3, Ohio © Plant: East Troy, Wisconsin 
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Treating Alcohol and Drug Addiction 


In 1897 Benjamin Burroughs 
Ralph, M.D., developed methods of 
treating alcohol and narcotic addic- 
tion that, by the standards of the 


time, were conspicuous for success. 


Twenty-five years ago expe- 
rience had bettered the methods. 
Today with the advantages of collat- 


eral medicine, treatment is marked- 
ly further improved. 


The Ralph Clinic provides per- 
sonalized care in a quiet, homelike 
atmosphere. Dietetics, hydrotherapy 
and massage speed physical and 
emotional re-education. Cooperation 
with referring physicians. Write or 


phone. 


RALPH CLINIC 


Formerly The Ralph Sanitarium 


Ralph Emerson Duncan, M.D., Medical Director. 


529 HIGHLAND AVENUE ® 


KANSAS CITY 6, MISSOURI 


Telephone Victor 2-3622 
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for your 


patient 
for the objective symptoms 
for the subjective distress 


the first 
and only 
ataraxic- 
corticoid 
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prednisolone and hydroxyzine 


provides the anti-rheumatic, 
anti-inflammatory action of the most 
effective steroid, STERANE,® complemented by 
the superior central tranquilizing effects of 
ATARAX.® Minimal disturbance of fluid and 
electrolyte metabolism; no mental fogging 
or major toxicity in ataractic action. 


FOR UNMATCHED RESPONSE AND 
MANAGEMENT IN RHEUMATOID ARTHRITIS... 
AS IN OTHER COLLAGEN DISEASES, BRONCHIAL 
ASTHMA, INFLAMMATORY DERMATOSES, 


Supplied: Each green, scored 

ATARAXOID Tablet contains 5 mg. prednisolone 
(STERANE) and 10 mg. hydroxyzine hydro-. 
chloride (ATARAX). Bottles of 30 and 100, 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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Have you seen these latest facts 


on the cost of medical care? 


OUT OF EVERY DOLLAR OF 

ONCOME (AFTER 
TAKES), THE CONSUMER SPENT FOR ALL TYPES oF 
MEDICAL CARE 1939 TODAY FoR wucn 
MEDICAL CARE HE SPENDS ONLY 4 6¢ OF EVERY DOLLAR 


FROM EACH MEDICAL- CARE DOLLAR 
LESS GOES FOR PRESCRIPTIONS 


st YET. NEW DRUGS Have GREATLY LOWERED 
, DEATH RATES FOR MANY DISEASES 


Today's death rate compared with 20 years ago 


roms LESS TIME IS SPENT IN THE HosPiTAL 
Spent for prescriptions out of each medcatcare 


EAR & MASTOID 


APPENDICITIS 


Days spent by average hospital patient 


ne These are some of the reasons 


why today, more than ever before, 


prompt and proper medical care 


may well be one of the ow 


Average life span 


biggest bargains of your lite! 


Copyright 1956—Parke, Davis & Company 


PARKE, DAVIS & COMPANY 


Makers of medicines since 1866 Detroit 32, Michigan 
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Many of your patients, Doctor, are among 
the millions of people who have seen this 
newest Parke-Davis advertisement on the 
cost of today’s more effective medical 
care. We believe that this sensible-talking ad 
—the latest in a continuing P-D series appear- 
ing in LIFE, TIME, SATURDAY EVENING POsT and 
TODAYS HEALTH—dramatically confirms our year- 
long public service message to your patients: 
“prompt and proper medical care may well turn out to 
be one of the biggest bargains of your life? 


You may be assured that Parke-Davis national adver- 
tising will continue to be in our mutual best interests . . . designed to give your 
patients a better understanding of costs and a clearer appreciation of the effec- 
tiveness of modern medical care. PARKE, DAVIS & COMPANY, Detroit 32, Michigan. 
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for 
standardized 
testing 


BRAND 


the urine-sugar test with the color scale that never varies 


* full color calibration—standard blue-to-orange 
color scale does not omit the critical readings: 
Ya% (++); 1% (+++). 


* easy-to-read colors—sharp distinctions give reliable 
readings, dependable reports. 


- uniformly reliable—results you can trust, reports 


you can rely on. 


AMES COMPANY, INC - ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 22487 
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a new measure ye m ther 


PRELUDIN 


Distinctive in Effectiveness: In three years of clinical trials PRELUDIN has consist 
ently demonstrated outstanding ability to produce significant and f progreaive weigh 
loss onary. effortless restriction of caloric intake. 


your greater comforts PRELUDIN curtoils oppitite destroyi 
enjoyment of meals. -causes a mild evenly 8 sustained elevation of mood that kee 


meals. smaller dosage suffices. 


(brand of phenmetrazine hydrochloride). Scored, square, pink tablets of 25. 
Under license from H. Boehringer Sohn 


MAIC EUTICRLS 
Division of .Geigy Chemic Corporation Ardsley, NY. 


tially redu opment in anorexigenic therapy, FRELUDIN 
= _-tially reduces the risks and discomfort i ton 
a oo nctive in its Chemistry: PRELUDIN is a totally new compound of the oxeziie 
: CO — > in Tolerance: With PRELUDIN there is a notable absence of pa Ipitations|} 
= or nervous excitement. It may generally be admini 
‘diabetes of moderate hypertensior y be administered with safety to patients with 
i MH diabetes or moderate hypertension. 
os 
= . ee times daily taken one hour before 
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Now available...a new manual... 
“Vegetable Oils in Nutrition” | 


Timely, Comprehensive, Useful... with special reference 
to unsaturated fatty acids 


TIMELY .. . a summary of the literature in 
this important field 

COMPREHENSIVE . . . a review of au- 
thoritative experimental and clinical research 
pertaining to the special metabolic roles of 
polyunsaturated fats 

USEFUL . . . in a form suitable for continual 
reference use. Valuable to clinician, nutritionist, 


chemist. Bibliography listing all pertinent pub- 

Vegetable ications 
O ° ] The role of dietary lipids in health and disease 
Lis is universally assuming new importance. Evi- 


° °,° ; dence is accumulating that quality of the dietary 

im Nutrition fat may be more important than quantity. 

This review provides a broad perspective on 
current authoritative and clinical opinions 

with special reference os regarding the relative dietary characteristics of 


to unsaturated fatt acids saturated and unsaturated fats . . . and the 
Sats indispensable nutritional role of polyunsatu- 


rated fatty acids. 
Corn Products Refining Company, the man- 


ufacturer of Mazola corn oil, will keep you 
informed of significant new developments in 


this rapidly expanding field. 


ORDER YOUR COPY NOW... 


Medical Department 

Corn Products Refining Co. 
; 17 Battery Place, New York 4, New York 

Mazola is a vegetable oil 


(not hydrogenated) made 
from corn. It is unsaturated 
++. a prime source of essen- 
tial linoleic acid. 


Please send me, postpaid, the new reference manual 
and monograph on “Vegetable Oils in Nutrition.” 


Name. 


Addre 


City. State. | 
i 
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always “in season”§for colds CORICIDIN | 
TABLETS 


and...better for pain § anytime... : 
| CORICIDIN® with codeine® 
| gr. or gr. 


CORICIDIN Tablets contain: 
chlorprophenpyridamine 
maleate 2 mg., aspirin 0.23 Gm., : 
phenacetin 0.16 Gm., and * 
caffeine 0.03 Gm. ‘ 


Narcotic for which oral is 
permitted. 


CN.J-68-156 
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arresting treatment 
for any type of cold 


CORICIDIN TABLETS 


CORICIDIN FORTE 


CAPSULES 


CORICIDIN with CODEINE 


TABLETS 


with PENICILLIN 


TABLETS 


CORICIDIN MEDILETS” 


CORICIDIN SYRUP 


© Narcotic for which oral } is permitted. 
© Exempt narcotic. 


CORICIDIN 


Soleting 
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...in a matter of seconds 


and those seconds are split in radiography 
with Patrician’s stop-motion 200-ma, 100- 
kvp, full-wave power. Involuntary move- 
ments of patients or organs no longer need 
be your problem — nor the heavy investment 
formerly required for x-ray equipment capa- 
ble of overcoming them. 

At a price competitive with low-power, 
limited-range apparatus, you can now enjoy 
ull x-tay facilities offered by the General 
lectric Patrician: kenotron-rectified output 
for longer x-ray tube life...81-inch angulat- 
ing table for those tall patients...double-focus 
rotating-anode tube for radiography and 


Progress ls Our Most Important Product 


GENERAL @@ ELECTRIC 


a General Electric product 


step with your progress 


to fluoroscopy 


fluoroscopy . . . highly maneuverable inde- 
endent tube stand . . . fully counterbalanced 
uoroscopic screen . . . compact, simplified 
control unit, 

Before investing in x-ray equip- 
ment, get the complete Patrician 
story, including G-E financing 
plans. Use this handy coupon. 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wisconsin “ee 


( Please send me your 16-page PATRICIAN bulletin 
0 Facts about deferred payment 
( MAXISERVICE rental 


Name. 


Address. 


City. Zone. State. r 


Pew 


Direct Factory Branches: 112 West 19th St., KANSAS CITY, MO. 
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relieves the discomfort of colds 


‘TABLOID’ 


‘EMPIRIN’ 
COMPOUND 


with CODEINE PHOSPHATE 


shortens the “miserable” period by: 
e Reducing fever 

© Controlling cough 

© Relieving headache 


e Relieving muscular aches and pains 
prompt symptomatic relief of colds with minimum addiction liability 


Available in four strengths 


No. 1 


bral BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, N. Y. 


| 
| 
| 
| 
: 
gr. 1/8 gr. 1/4 gr. 1/2 gr. 1 
| No. 2 No. 3 No. 4 | 
| 
| 
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\\ In Madrid, too, you'll find Pentothal in constant use... 


ah,’ 


contributing to... a world-wide acceptance unmatched 


in modern intravenous anesthesia 


Twenty years of use, over 2500 published reports—seldom 

in the history of medicine has a single drug enjoyed the 
acceptance accorded Pentothal Sodium. This modern 
intravenous anesthetic is more than just thiopental sodium. 
It is thiopental sodium plus the most exacting controls 

. .. plus adaptability to widely varying practices . . . plus 

the most thoughtfully planned dosage forms. Priceless pluses, 
these, making Pentothal Sodium an agent of 

choice the world over in intravenous anesthesia. (b6ott 


PEN TOTHAL' Sodium 


(Thiopental Sodium for Injection, Abbott) 
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the hero 
of the hill 


| 
gets his reward | 
80-5117 


horse! 


The pain Dad feels now is the beginning of tenosyno- 
vitis. With adequate early treatment he’ll be able to 
| stay on his job. Delaying therapy might result in the 
| development of effusion and, later, calcification of 
ligaments or even periarthritis with severe pain and 
serious restriction of movement. 

| Immediate antirheumatic therapy is to be encouraged 
| in the treatment of tenosynovitis, as it should be in 
| the majority of other common rheumatic disorders, 
| 


to alleviate pain and prevent progression of the dis- 
turbance to a point of irreversible damage. 


SIGMAGEN provides doubly protective corticoid-sali- 
cylate therapy—a combination of METICORTEN® (pred- 
nisone) and acetylsalicylic acid giving additive anti- 
rheumatic benefit as well as rapid analgesic effect. 
These benefits are supported by aluminum hydroxide 
to counteract excess gastric acidity and by ascorbic 
acid, the vitamin closely linked to adrenocortical func- 
tion, to help meet the increased need for this vitamin 
during stress situations. 


protective corticoid-salicylate therapy 


SIGMAGEN 


corticoid-analgesic compound Tab | ets 


for patients 

who go beyond 
their physical 

capacity 
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Rates 


Simple office detection and diagnostic procedures make it possible for you to help 
prevent one-third of current annual cancer deaths. 

The General Practitioner can obtain free, up-to-date information on early detection, 
diagnosis and treatment of cancer, from the American Cancer Society. 


CA—A Bulletin of 

Cancer Progress 

Published bimonthly. Digests 
and abstracts of current arti- 
cles on cancer in the medical 
literature of practical value to 
the doctor. Also contains fea- 
ture articles, questions and 
answers, news items, clinical 
conferences, etc. 


Professional Films 

A series of 24 kinescopes* of 
color television clinical teach- 
ing conferences, entitled 
“Physicians’ Conferences on 
Cancer,” presented by leading 
clinicians in the cancer field; 
plus about 150 other films on 
cancer detection, diagnosis and 
treatment. 


Cancer Current Literature 
Issued monthly. Listing of cur- 
rent articles appearing in the 
medical literature, domestic 
and foreign, pertaining to can- 
cer in whole or in part. 


Monograph Series 

Published about twice yearly. 
Series of textbooks on cancer 
by site, emphasizing detection 
and diagnosis for the practic- 
ing physician, written by out- 
standing clinicians. 


For information about these and other materials, 
write Your Division of the 


American Cancer Society 


Journal Cancer 

Published bimonthly. A Profes- 
sional Journal bridging the gap 
between the investigator in his 
laboratory and the physician at 
the bedside. Latest results and 
applications of clinical cancer 
research. 


*Approved by the American Academy of General 
Practice for Informal Study Credit. (16 mm 
color sound films; running time 30-50 minutes) 
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Cool comfort for hot itching dermatoses 


(HYDROCORTISONE-CALAMINE LOTION & CREAM) 


There’s no waiting for relief when you prescribe 
HYDROBALM for patients with inflammatory and 
pruritic dermatoses. In a matter of seconds 
HYDROBALM suppresses distressing symptoms, 
hides unsightly lesions, and sets the stage for 
healing. HYDROBALM—Cream orLotion— presents 
in two convenient, delicately scented, water- 
washable flesh-tone greaseless vehicles, 4 thera- 
peutically proved agents: ‘Hydrocortone’ (Hydro- 
cortisone, U.S.P.)—0O.5%—to suppress inflamma- 
tion. Calamine—8%—to soothe and protect inflamed 
skin. Benzocaine— 3%—to relieve itching and pain. 
Hexylated Metacresol—O.05%—for antisepsis. 


Supplied : Topical Lotion HYDROBALM — in 15-cc. and 30-cc. handy, purse-size, plastic squeeze 
bottles. Topical Cream HYDROBALM—in 5-Gm., 15-Gm. and 30-Gm. tubes. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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Simple office detection and diagnostic procedures make it possible for you to help 
prevent one-third of current annual cancer deaths. 

The General Practitioner can obtain free, up-to-date information on early detection, 
diagnosis and treatment of cancer, from the American Cancer Society. 


CA—A Bulletin of 

Cancer Progress 

Published bimonthly. Digests 
and abstracts of current arti- 
cles on cancer in the medical 
literature of practical value to 
the doctor. Also contains fea- 
ture articles, questions and 
answers, news items, clinical 


Professional Films | 


A series of 24 kinescopes* of | 
color television clinical teach- | 
ing conferences, entitled 
“Physicians’ Conferences on 
Cancer,” presented by leading 
Clinicians in the cancer field; 
plus about 150 other films on | 
cancer detection, diagnosis and | 


treatment. l conferences, etc. 
Monograph Series | Cancer Current Literature 
Published about twice yearly. ly Issued monthly. Listing of cur- 
2 Series of textbooks on cancer | | rent articles appearing in the 
Cant by site, emphasizing detection medical literature, domestic 
opie “ and diagnosis for the practic- | and foreign, pertaining to can- 


ing physician, written by out- | cer in whole or in part. 


standing clinicians. 


Journal Cancer | For information about these and other materials, 
Published bimonthly. A Profes- | 

sional Journal bridging the gap 
between the investigator in his ty 
laboratory and the physician at | American Cancer Socie 
the bedside. Latest results and | 
applications of clinical cancer 
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(HYDROCORTISONE-CALAMINE LOTION & CREAM) 


There’s no waiting for relief when you prescribe 
HYDROBALM for patients with inflammatory and 
pruritic dermatoses. In a matter of seconds 
HYDROBALM suppresses distressing symptoms, 
hides unsightly lesions, and sets the stage for 
healing. HYDROBALM—Cream orLotion— presents 
in two convenient, delicately scented, water- 
washable flesh-tone greaseless vehicles, 4 thera- 
peutically proved agents: ‘Hydrocortone’ (Hydro- 
cortisone, U.S.P.)—O.5%—to suppress inflamma- 
tion. Calamine—8%—to soothe and protect inflamed 
skin. Benzocaine— 3%—to relieve itching and pain. 
Hexylated Metacresol—O.05%—for antisepsis. 


: Topical Lotion HYDROBALM —in 15-cc. and 30-cc. handy, purse-size, plastic squeeze 
bottles. Topical Cream HYDROBALM—in 5-Gm., 15-Gm. and 30-Gm. tubes. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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when dandruff stands out as a sign 


prescribe SEH BI ZON 


Lotion 


for an extra therapeutic dividend 


a method of choice for rapid control of 
seborrhea of the scalp and seborrheic der- 
matitis in children as well as adults...no 
complicated shampoo or timing proce- 
dures: patient rubs in SEBIZON any time 
of the day, washes out when convenient 
+».acts as hair dressing: no odor, no oily 
or greasy residue, no tinting of hair, 


especially useful when dandruff escapes 
control again 


antiseborrheic and anti-infective 
SEBIZON is a cream-type vanishing lotion 
containing 10% sulfacetamide sodium. 


available on prescription only in 3 oz. plastic squeeze 
tube. 


Se81Z0N,® antiseborrheic preparation, 


SZ-J-4106 
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Comparison of stability of penicillin G and penicillin V in acid media 
after min., 65% of penicillin is destroyed 


7 after 30 min., 86% of penicillin G is destroyed 


30 
40 
50 
60 


after 60 min., 99% of penicillin G is destroyed 


ee fies The penicillins have been subjected to a pH 
YY, : of 1.5 at 37°C. at the stated time intervals. 


me 


The penicillin designed specifically for oral administration 


V-CILLIN 


(Penicillin V, Lilly) 


*V-Cillin’ is the only penicillin that passes 
Dosage: 125 to 250 mg. (200,000 through the stomach without significant loss of 


potency and is rapidly absorbed in the duo- 
rr. Pulvules—125 and = denum. Thus, ‘V-Cillin’ usually gives you a 
mg. 


ails aid clinical dependability comparable to that of 

iatric suspensions—125a. 

parenteral penicillin. In fact, the literature gen- 
erally agrees that ‘V-Cillin’ can be effectively 


Also, ‘V-Cillin-Sulfa’ (Penicil- 
lin V with Triple Sulfas, Lilly), and safely used in many conditions previously 
tablets and pediatric suspension treated parenterally. 


733016 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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Water and Electrolytes 


A Study of Electrolyte Balance in a Series of 


THOMAS J. LUELLEN, M.D., Wichita 


The occasional development of fluid and electrolyte 
imbalance among patients on the surgical service has 
stimulated us to seek the most practical way to prevent 
and treat this problem through facilities available in 
the local community. Darrow and Pratt! have indi- 
cated that the proper use of water and electrolyte 
solution is responsible for saving more lives in seri- 
ously ill patients than the use of any other type of 
substance. Scribner et al.2 have indicated that the 
proper care of fluid, electrolyte, and nutritional needs 
improves the age factor in a seriously ill patient by 
as much as 20 years. 

In 1950 Scribner® proposed a chloride and water 
balance procedure. His bedside chloride method is 
simple. Two years later, Statland* proposed a fluid 
balance service in which daily measurements were 
made of the fluid, sodium, and potassium losses, 
using a flame photometer. In the present study a num- 
ber of postoperative cases has been followed utilizing 
those features of both methods which seemed best 
adapted to our particular needs. 


Methods and Materials 


A series of 32 cases has been followed after 35 
major surgical procedures. Two cases of intestinal 
obstruction not requiring surgery were also studied. 
In each case the daily balance of water and chloride 
was tabulated, using the Scribner method.’ The daily 
balance of sodium and potassium was determined, 
using a flame photometer. In some cases the surgeons 


From the Department of Internal Medicine, Wichita 
Clinic. This study was made possible in part by-the facili- 
ties of the Midwest Medical Research Foundation. Apprecia- 
tion is due Gynith Giffin, M.S., for technical assistance and 
Cecil B. Read, Ph.D., University of Wichita, for statistical 
assistance. 
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Surgical Cases 


wrote the fluid orders as we collected the balance 
data, while in the remaining cases the author took 
full responsibility for writing the fluid and electro- 
lyte orders. The complete daily fluid and electrolyte 
intake and output data were tabulated on a form 
developed by Scribner.? A technician determined the 
pH and chloride content of the urine and gastroin- 
testinal fluid losses each morning at the bedside, and 
later in the laboratory used the flame photometer to 
measure the potassium and sodium values of the 
secretions. 


A comparison of estimated and meas- 
ured electrolyte losses in the postopera- 
tive period leads to interesting conclu- 
sions. 


An example of a hypothetical case is shown in 
Figure 1. The intravenous bottles were numbered con- 
secutively, and the empty bottles were saved for in- 
spection in order to avoid confusion in tabulating 


Intravenous (500 Urine 

0} Oral 1000 | & | 

| 0| Tube feeding 1500) Gastric section 15175, 150 


Figure 1. Hypothetical case showing how fluid and 
electrolyte are recorded daily. 
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the parenteral fluid intake for each 24-hour period. 
Urine and any gastrointestinal suction were saved in 
separate gallon jars, calibrated for volume. Each day 
the physician or technician measured and recorded 
the output of the previous day; then the jars were 
emptied, and collections of the output of the current 
day were begun. In each instance balance studies were 
continued until the patient began to take enough oral 
nourishment to indicate that his recovery was well 
assured. No attempt was made to calculate electrolyte 
content of oral intake except when formulas were 
used (as in tube feeding), when the electrolyte con- 
tent was measured. Serum electrolytes were deter- 
mined at least every three days. 

The basic plan of therapy was (1) to replace com- 
pletely any extrarenal losses from skin, respiratory, 
and gastrointestinal tract, (2) to give sufficient water 
and electrolytes to replace expected average losses in 
the urine, and (3) to partially correct any diagnosed 
excesses or deficits of fluid and electrolytes. Only 
partial correction of fluid imbalance was made each 
24-hour period so that the possibility of overtreat- 
ment would be minimized. According to Scribner,? 
the kidneys of sick patients have a considerable range 
of excretory capacity per 24 hours with the following 
average figures: water 1,500 cc., potassium 60 mEq., 
sodium 50 mEq., and chlorides 50 mEq. 


Results 


The average concentration of potassium, sodium, 
and chloride in the gastric suction, bile, and liquid 
stools was determined for this series of cases. The 
average total daily loss of these same electrolytes in 
gastrointestinal fluids and urine was also calculated 
for each case. 

Electrolytes in Gastrointestinal Fluids: In calculat- 
ing the average concentration of the electrolytes in 
gastric suction, data was used only on those days in 
which the oral intake was 600 cc. or less to minimize 
the effect of dilution. It will be noted (Table I) that 
the average concentration of potassium in gastric 
suction was somewhat less than 10 mEq. per liter. The 
average sodium concentration was about 50 mEq. per 


liter, and the chloride concentration was about 90 
mEq. per liter. The concentration of these three elec- 
trolytes in bile was similar to that of plasma. The 
stools contained a relatively high concentration of 
potassium which averaged about 40 mEq. per liter. 
The sodium concentration in the stools was somewhat 
higher than that of gastric suction at 60 mEq. per 
liter, and the chloride concentration was consider- 
ably less, being 45 mEq. per liter. 

The purpose of the study was to find a simple means 
of maintaining fluid and electrolyte balance which 
would be adequate in most postoperative cases as 
well as in medical cases in which parenteral feedings 
become necessary. Since renal losses were replaced 
with average amounts, and sensible and insensible 
losses were estimated, the only losses actually meas- 
ured for accurate replacement were those of the gas- 
trointestinal fluids. These were lost from the body 
by emesis, drainage, or diarrhea. 

Since the concentration of the individual electro- 
lytes in each type of gastrointestinal fluid tends to 
follow a pattern, a simplified table modified from 
Lockwood and Randall® was constructed (Table II). 
The values of stool electrolyte concentrations in this 
table are those quoted in Scribner's syllabus.? It was 
then decided to test the practical validity of this table 
of approximate values, using the data obtained in the 
present series of cases. 

To have a basis for comparison, the average daily 
measured gastrointestinal less of potassium, sodium, 
and chlorides was determined for each case. This was 
accomplished by dividing the total gastrointestinal 
loss of each of these electrolytes by the number of 
days followed in each case. 

For comparison with these measured values, the 
average daily loss of each of these electrolytes in the 
gastrointestinal drainage was then estimated for each 
patient. This was done by multiplying the average 
daily volume of measured loss in liters by the average 
concentration per liter as listed in Table II for the 
appropriate fluids. For example: if the average daily 
gastric suction was 1,500 cc., the estimated daily loss 


TABLE I 
ELECTROLYTE CONCENTRATION OF GASTROINTESTINAL FLUIDS 
Type of Fluid Cases Analyses K Na Cl (mEq/L) 
a a ee fee 88 Mean 7.4 (+ 2.8) 47.2 (+ 9.4) 86 (+17.9) 
Range 3.2-13.2 31-62 47-112 
4 34 Mean 133.1 (412.9) 100 (+ 9.3) 
Range 4.3-5.4, 124-138 92-109 
Liquid Stools .......... 6 52 Mean 41 (415.2) 60 (+21.3) 46 (+17.6) 
Range 19-57 39-101 22-72 


Figures in parentheses represent standard deviation from the mean. 
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TABLE II 


APPROXIMATE ELECTROLYTE 
CONCENTRATIONS (mEq/L) 


(up to 70-100) 


of chloride would be 1.5 x 100, which equals 150 
mEq. 

The sodium losses in gastrointestinal fluids were 
also estimated by using the method of Scribner, which 
requires only the pH and determination of chlorides. 
Using this method, if the pH of the gastrointestinal 
fluid was 4 or less, the sodium concentration was esti- 
mated to be one-half that of the chloride. If the pH 
was 5, 6, or 7, the sodium concentration was esti- 
mated to be equal to that of the chloride. In the few 
instances where the pH was 8 or more, the sodium 
concentration was arbitrarily considered to be more 
than chloride in the same ratio as in plasma, that is 
1.4 to 1. This method should not be used to estimate 
sodium in urine. In several of the earlier cases studied, 
the pH of the gastric aspirate was inadvertently not 
recorded. In these cases the sodium concentration was 
estimated to be one-half that of the chloride. 

Comparison of Estimated and Measured Chloride 
Values: The average daily chloride loss in gastroin- 
testinal suction and drainage as actually measured 
was compared with the estimated chloride loss in 
each case, using measured volumes and the table of 
approximate concentration (Table II). The measured 
values are indicated on the horizontal axis and the 
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AVERAGE DAILY GASTROINTESTINAL CHLORIDE LOSSES 
ve 


COEF.COR. 88 | 


Figure 2. The average daily gastrointestinal chloride 
losses as estimated from volume are compared with 
the measured losses for each case. The coefficient of 
correlation (r) is 0.88. 


estimated values on the vertical axis (Figure 2). If 
there had been perfect correlation, the values as in- 
dicated by the solid circles would have formed a 
straight line. The average of these values is repre- 
sented by the solid line and shows a tendency to 
overestimate the gastrointestinal chloride loss by 15 
to 20 mEq. per day when the table of approximate 
concentrations is used as opposed to actual measure- 
ment. The broken lines as drawn tend to contain about 
two-thirds of the values in the area between them. 
The coefficient of correlation (r) is 0.88. Perfection 
correlation would be 1.00. Most of the estimated 
values are within plus or minus 40 mEq. of the meas- 
ured values. However, when the losses were large, 
the difference between measured chloride values and 
those estimated from volume alone were sometimes 
considerably more than 40 mEq. per day. 

Comparison of Estimated (by Volume) and Meas- 
ured Sodium Values: The daily average loss of sodium 
in the gastrointestinal fluids as estimated from vol- 
umes using the table of approximate concentration is 
compared with the measured sodium values in Figure 
3. Again the measured values are plotted along the 
horizontal axis against the estimated values along the 
vertical axis for each case. The estimations tend to be 
10-12 mEq. too high for the smaller values. The bulk 
of the cases tend to fall within plus or minus 20 mEq. 
of the average. The coefficient of correlation (r) is 
0.92. 

Comparison of Estimated and Measured Potassium 
Values: The estimated potassium values are com- 
pared to measured values in Figure 4. Here the co- 
efficient of correlation (r) is the poorest, being 0.74. 
However, it will be noted that the actual amount of 
electrolyte is much smaller than in sodium and chlo- 
tide and most of the estimated values fall within 
plus or minus 6 mEq. of the measured values. 

Comparison of estimated (by pH and Chloride) 
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Figure 3. The average daily gastrointestinal sodium 
losses as estimated from volume are compared with 
the measured losses for each case. The coefficient cor- 


relation (r) is 0.92. 
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"AVERAGE DAILY GASTROINTESTINAL POTASSIUM LOSSES 


COEF.COR. 74 


mig POTASSIUM MEASURED 


Figure 4. The average daily gastrointestinal potas- 


sium losses as estimated from volume are compared 
with the measured losses for each case. The coefficient 
correlation (r) is 0.74. 


and Measured Sodium Values: The sodium was also 
estimated by a second method based on the pH and 
chloride method of Scribner. Again the average daily 
measured loss of sodium in gastrointestinal fluids 
was compared with estimated sodium values (Figure 
5). The average of the estimate tends to run 3-4 mEq. 


AVERAGE DAILY GASTROINTESTINAL SODIUM LOSSES cg 
7 


COEF COR 94 


mtg SODIUM MEASURED 


Figure 5. The average daily gastrointestinal sodium 
losses as estimated from pH and chloride values are 
compared with the measured losses for each case. The 
coefficient of correlation (r) is 0.94. 


higher than the measured quantity. Most of the values 
fall within plus or minus 20 mEq. of the average. 
The coefficient of correlation (r) is 0.94. There tend 
to be fewer wide deviations from the measured values 
TABLE III 
AVERAGE DAILY ELECTROLYTE LOSSES 
IN URINE 


37 Cases—211 Days 


K Na 
50+ 21 65+51 


Cl(mEq) 
73447 


than when the volume alone is used as a means of 
estimating sodium content. 

Electrolytes in Urine: The average daily loss of 
potassium, sodium, and chloride in the urine was 
measured over the same period of time covered in 
the figures described above (Table III). The urine 
values, of course, vary widely and reflect to a great 
extent the amount of electrolytes which were ad- 
ministered during the prior 24 hours. However, Table 
III does indicate the average values obtained under 
clinical conditions in the cases followed. It will be 
noted that the average daily loss and standard devia- 
tions are as follows: potassium 50 plus or minus 21 
mEq., sodium 65 plus or minus 51 mEq., and chloride 
73 plus or minus 47 mEq. These average losses are 
similar to the average values given to replace daily 
renal losses as mentioned above. There was much 
variation from case to case, with some patients having 
salt depletion excreting very little sodium, while a 
high urinary output of potassium and sodium in other 
cases may have reflected excessive therapeutic adminis- 
tration of the various electrolytes. 


Discussion 


The average concentrations of potassium, sodium, 
and chloride in the various gastrointestinal secretions 
obtained are similar to these reported by others.® 7: § 
In estimating the electrolyte content of the gastric 
suction, those patients who had had gastric resection 
were not differentiated from those who had had an- 
other type of surgical procedure, although Lans and 
Stein® found a comparatively high sodium to chloride 
ratio in their patients with gastric resections. They 
surmised this was due to a considerable reflux of bile 
and pancreatic secretions. There were not enough 
gastric resection cases in this series to check this point. 

Only tentative conclusions can be drawn with the 
small series which has been followed. It appears that 
estimating daily chloride loss from the volume of gas- 
trointestinai fluids lost would usually deviate only 
a plus or minus 40 mEq. from the actual loss. How- 
ever, in those cases in which estimates are low and in 
which a large daily loss occurs, a chloride deficiency 
could develop. Since the bedside chloride test is so 
simple to perform, it seems reasonable to measure 
the chloride if the volume of aspirate is over 1,000 cc. 
per day, as Scribner? advises. It should be pointed out, 
however, that one who is using the table of approxi- 
mate electrolyte concentrations will often overesti- 
mate the chloride loss. 

The estimated sodium losses, using the volume of 
suction fluid as a basis for evaluation, were usually 
within plus or minus 20 mEq. per day of the meas- 
ured loss. It is probable that the therapeutic replace- 
ment of sodium, based on values estimated from vol- 
ume, will usually be satisfactory. The exception to 
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this might be where suction and thus parenteral feed- 
ings are unusually prolonged and the sodium and 
chloride content varies considerably from the average 
values. In this series estimation of sodium using the 
chloride and pH values gave results similar to those 
obtained by estimating sodium values from volumes 
alone. 

It appears that it should usually not be difficult to 
replace gastrointestinal potassium losses using only 
the estimates based on measured volumes; possible 
exceptions are in cases of severe diarrhea, in which 
the potassium concentration in the stools may be well 
over 40 mEq. per liter. If the urine output is over 
500 cc. a day, and if one allows 50 or 60 mEq. of 
potassium per day for urine loss plus the gastroin- 
testinal losses, it would appear that a potassium de- 
ficiency should rarely develop. 

From this series definite conclusions cannot be 


made as to the ability of the kidneys of sick patients. 


to excrete electrolytes. The average concentration ob- 
tained in the urine in these cases is consistent with 
the average values proposed by Scribner as long as 
the patient does not have a deficiency of electrolytes 
or an oliguria. 

In practice the choice of proper fluid and electrolyte 
therapy may be difficult because it is likely to be the 
patient with other complications who will develop 
fluid and electrolyte imbalance. It may be difficult to 
determine which sigas and symptoms are due to the 
patient’s other problems and which, if any, are due 
to a fluid and electrolyte imbalance. In such cases 
clinical judgment seems more important than balance 
data. 

The greatest difficulty was experienced in two types 
of patients: (1) those who were severely ill and in 
whom electrolyte imbalance had developed before 
balance studies were instituted, and (2) those pa- 
tients with severe oliguria and jaundice. All fatal 
cases in this series had several features in common; 
rising blood urea nitrogen or oliguria, one or more 
episodes of shock, moderate to severe fever, and 
jaundice. 

If the patient has oliguria, one must decide whether 
or not acute renal failure is present. In oliguria asso- 
ciated with renal failure, one may produce pulmonary 
edema or water intoxication if fluid intake is allowed 
to exceed fluid output. In such cases one should not 
give fluid and electrolytes to replace average urinary 
losses, but instead should replace actual urinary losses. 

It would seem that fluid intake and output should 
be carefully measured in all cases in which gastro- 
intestinal drainage, including T tube drainage, is re- 
quired, and in those patients having severe diarrhea. 
This is true regardless of whether or not surgery has 
been performed. 

One can often forestall the development of fluid 


and electrolyte imbalance by replacing losses as esti- 
mated from measured volumes using a table of aver- 
age concentrations. This series should be extended to 
see if future data will confirm the results obtained 
thus far. 

The accurate collection of fluid output may con- 
stitute a problem, but it is usually quite easily han- 
dled if there is a special nurse on duty. If the patient 
is under the care of floor nurses, the chief problem 
is to avoid having the suction fluid or urine discarded 
inadvertently. It has been possible to overcome this 
problem on some floors by having a designated per- 
son on each floor responsible for recording the volume 
of intake and output at the end of each shift. 

Most good risk patients seemed to tolerate well a 
moderate excess or deficiency of water and electro- 
lytes. Apparently their kidneys were able to excrete 
electrolyte and fluid excesses or the patients were able 
to resume oral feedings before any clinically apparent 
deficiency developed. 


Summary 


1. Water, potassium, sodium, and chloride balance 
has been followed in 37 patients requiring parenteral 
feedings. 

2. Estimated gastrointestinal losses of potassium, 
sodium, and chloride, using a table of approximate 
values have been compared to measured losses. 

3. Most patients who had undergone surgery of 
moderate severity did not develop findings of elec- 
trolyte imbalance despite the use of a rather wide 
variety of postoperative fluid routines. 

4, In more difficult cases such as poor risk or com- 
plicated cases, it is possible that instances of electro- 
lyte imbalance can be prevented by using simple esti- 
mations of the electrolyte loss (using a table of aver- 
age values) to guide replacement therapy. This is pos- 
sible only if one measures the volume of gastroin- 
testinal and urinary losses carefully. Proper balance 
is more easily maintained if oral intake is essentially 
stopped during gastric suction. 

5. In patients in whom the gastrointestinal suc- 
tion is more than 1,000 cc. per day, it is probably 
worthwhile to measure the chloride content daily be- 
cause of occasional rather wide variation between 
measured and estimated gastrointestinal chloride 
losses. 

6. In patients with profuse diarrhea, it is helpful 
to measure the potassium content of the liquid stools. 

7. At present the author still measures the sodium, 
potassium, and chloride balance in critically ill pa- 
tients with poor cardiac and renal status. Most of 
these can probably be quite well handled with chlo- 
ride and water balance alone. 

8. Most of all, in handling fluid and electrolyte im- 
balance problems, one should be guided primarily by 
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careful judgment and use the balance data only as 
supplemental information. 


The Wichita Clinic 
3244 East Douglas 
Wichita 8, Kansas 
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Accident Prevention 


The Physician’s Role in Driver Licensure, 
Law Enforcement, Driver Training, and 


JOHN A. GROVE, M.D., Newton 


THE PROBLEM: Traffic accidents today comprise 
more than 40 per cent of the annual deaths by vio- 
lence, and for every death there are 57 injured per- 
sons. Of the fatalities, from 15 to 20 per cent are 
killed outright. It is with the 80 to 85 per cent whose 
deaths are delayed and with the non-fatally injured 
that our work is concerned. 

THE APPROACH: From earliest times when great 
life destroying and crippling epidemics threatened 
the human race, medical men have gone to work to 
solve the problem. The approach has been traditional- 
ly threefold, first to find the cause, second to develop 
means of combating this cause, and third to salvage 
and repair the damage already done. 

To illustrate that we do have a problem, I mention 
that the year 1955 produced 37,000 fatalities and 
2,158,000 injuries due to the motor vehicle. In Kan- 
sas there were 592 fatalities and 10,711 injured in 
24,054 accidents. That is disgraceful and terrifying. 
Imagine the furor that would be raised over a small- 
pox or infantile paralysis epidemic of this magnitude. 

My premise from studying these frightful figures 
is that the medical profession has failed in its duty 
to the public. It has failed because it has left to others 
the first two traditional approaches to solution of the 
problem: the cause and how to combat it. We have 
been, along with 160 million other Americans, too 
complacent, too indifferent to the carnage, too over- 


Presented at a meeting of the Kansas Chapter, American 
College of Surgeons, Newton, September 16, 1956. 


Safety Advances 


whelmed with the problem of salvage of those flowing 
into our hospitals, to work out a solution. We must 
join with those few feeble voices that have been cry- 
ing out in the gasoline wilderness. It is easy to see 
why we must join, for 1955 produced a 61/, per cent 
increase over 1954, and 1956 is already more than 10 
per cent over 1955. We must join in or be over- 
whelmed. 

Things have been done, yes. The year 1955 saw 


The safety problem has become so 
acute that the medical profession can no 
longer apply itself only to the care of 
patients having been involved in acci- 
dents. The profession must find the 
cause and devise ways of correction. A 
course of action is suggested. 


safety in the news, with manufacturers building safety 
features into automobiles, engineers building even 
better roads, all media of communications broadcast- 
ing slogans of care and safety . . . and what hap- 
pened? The motoring public with indifference and 
utter unconcern produced the greatest number of 
casualties in history. 

THE SOLUTION: What can we as medical men 
do, and what are our responsibilities? If we are to be 
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a positive force, we must begin our work at the county 
medical society level; we must start educating the 
public, and we must lobby our respective legislatures 
as they have never been lobbied before to secure the 
following: 


1. Better Standards of Driver Licensure 


Fletcher Woodward, in an article recently pub- 
lished in Clinical Orthopedics, states, ‘The present 
day medical standards of driver licensure are con- 
fused and chaotic but considering the lack of medical 
interest in the problem up to this date, it is remark- 
able that they have done as well as they have.” 

We need, in Kansas, a complete revision of our 
driver licensure law. As it presently stands, it is anti- 
quated, geared to 1915 traffic, full of legal loopholes, 
and it serves only as a poor excuse for a source of 
revenue. 

The physician must be the key figure in setting up 
adequate standards of the ability to drive a motor 
vehicle. We alone have the training necessary to judge 
when a person is physically and mentally fit to drive. 
We cannot wait until hue and cry from the public 
forces the legislature into a course of action that 
would descend upon us without our counsel and guid- 
ance and for which we would have only ourselves 
to blame. 

The late Dr. Lawrence Selling wrote extensively 
on factors represented in the automobile accident 
problem and, as quoted by Woodward, con.luded 
that physical, mental, and eye disorders were the most 
important and that, in general, traffic law violators 
committed their offences because of (1) faulty driv- 
ing habits, (2) ignorance of traffic laws, (3) poor 
physical condition, (4) inferior intelligence, (5) 
mental disease, (6) psychopathic personality, (7) bad 
driving attitudes, and (8) alcoholism. Since major 
serious violators are egocentric, inadequate individ- 
uals of low intelligence, a question logically arises. 
How much of a factor are these traits in the 46.5 per 
cent of deaths that are due to speeding and the 19 
per cent of deaths due to driving on the wrong side 
of the road? Many abnormal people are driving, and 
the time has now come to decide who may and may 
not drive. 

Licensing boards with medical examiners must be 
set up. As a guide, the following list from Woodward 
is suggested, with a notation that many diseases are 
borderline and must be individualized. 


. PHYSICAL AND MENTAL DEFECTS NOT 
SUITABLE FOR DRIVER LICENSURE 


A. The Nervous System 
1. Narcolepsy 
2. Petit mal 
3. Grand mal 


4. Cerebrovascular accident residual 
. Intercranial disease 
. Mental deficiencies 
. Senility 
. Psychoses 
. Parkinsonism 
10. Neuropathies 
11. Neuromuscular disorders 
B. Special Senses 
1. Meniere’s syndrome and other vestibular dis- 
orders 
2. Deficient hearing 
3. Visual and ocular muscular defects 
C. Cardiovascular 
1. Essential hypertension grade 4 
2. Carotid sinus hypersensitivity 
3. Post coronary thrombosis period 
4. Aortic stenosis 
5. Severe angina pectoris 
D. Miscellaneous 
1. Hyperinsulinism, exogenous and endogenous 
2. Acute febrile illness 
3. Postoperative periods 
4. Narcotic addiction 
5. Alcoholism 
E. Physical Conditions 
1. Amputations 
2. Paralyses 
3. Advancing age (over 65, annual examinations) 
4. Deformities 
5. Prostheses, plaster casts 
F. Drugs 
1. Alcohol 
2. Carbon Monoxide 
. Sedatives 
. Narcotics 
. Anti-convulsive drugs 
. Vasodilating drugs 
. Anti-histamines 


ON AW 


One further thing in this category is of no small 
value. Take a little time in your busy schedule to 
acquaint your own patients with their ability to drive. 
Loss of ability to drive often slips up on a person so 
insidiously that he is not aware of it, and even the 
individual's family is unaware of it or is overruled 
by the head of a family. 

If we, as medical men, could get just this one step 
of an adequate driver license law enacted, we would 
have gained tremendously on our problem. 


2. Stringent Law Enforcement by Police and Courts 


Recently, in a magazine article, the governor of 
Connecticut made this statement, “We have learned 
an ironic thing. People will not slow down to save 
their lives but they will slow down to saye their 
driver's license.” More than 80 per cent of all casual- 
ties in 1955 occurred in accidents where there was 
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some violation of the driving law. In Connecticut, 
they reduced fatalities by 15 per cent while the na- 
tional average was rising by 61/, per cent by a cam- 
paign based on the simple premise that in their state 
99 of 128 deaths were attributed directly to speeding. 
A person’s chance of being killed is twice as great 
at 65 miles per hour, so they set their top limit at 55 
miles per hour. They then set up stringent laws sus- 
pending the license of every convicted speeder for a 
minimum of 30 days. Second offenders got a mini- 
mum of 60 days, and third offenders were suspended 
indefinitely. After 90 days, a third offender may apply 
for a reinstatement. They made the law stick, and the 
backbone of its effectiveness lies in the statement, 
“There will be no exceptions.” The results were 
immediate and gratifying. 

Kansas, my lawyer friends tell me, is badly in need 
of uniform traffic laws covering both urban and rural 
areas. The means of handling arrested offenders by 
the courts needs a thorough overhauling. Most of all, 
the example of Connecticut in “no exceptions’ for 
violation of the law is a severe but necessary step to 
be taken. 


3. Proper Training of All Drivers 


In the transition from the horse and buggy to the 
motor car, not much driver training was necessary. 
America graduated from two reins to three push 
pedals, a spark and gas lever, and not much to worry 
about on the road. But right there was the origin of 
something that has made many a citizen a statistic. 
Our children face a far different situation. True, it is 
simpler to start a car, but from there on it is a dif- 
ferent world. We need to start driver training early 
and make having had that training a prerequisite to 
obtaining a driver's license. 

In many cities and towns, driver training is started 
in pre-school and elementary ages by means of Kiddie 
Safety Programs. In these programs children are 
taught by doing and acting out in miniature cars how 
to observe traffic signals and signs and also how to 
act as pedestrians. Classroom instructions are given in 
elementary schools by regular teachers as well as 
safety officials and volunteer individuals. The final 
school program is one that should be adapted by state 
law—driver education in all high schools. It is here 
that behind-the-wheel instruction is taught. This edu- 
cation should be financed by the state and could be 
paid from drivers’ license fees. A driver's license 
from Kansas has reciprocity in all states. Its cost is 
minimal. Consider what it would cost an individual 
to hunt ducks in every state. Driving is probably more 
important than hunting, and with only a minimal in- 
crease in the cost of the license fee, thorough training 
in driving could be taught to all. 


4. Advancement of Safety Features 


Under this heading fall a number of important pro- 
grams which deserve our support. The first of these 
is the highway program of the state. From a strictly 
non-political view, the engineering and building of 
highways is of great importance in preventing vehicle 
casualties. Much research and exhaustive study are 
necessary to construct a good highway. The factors of 
access roads, crossings, curves, intersections, traffic 
lights, pedestrian crossings, safety islands, lighting, 
and a multitude of other important features must be 
incorporated. In spite of the brilliant work of our 
engineers, the highway program is about 20 years 
behind where it should be because of tight budgets, 
politics, the inability of cities and towns to make up 
their minds on the question of through-the-town or 
bypass, the advancing population, and increased horse- 
power. This must be corrected. 

Because of pressure placed upon them, a few motor 
car manufacturers last year began to install safety fea- 
tures as optional equipment. Cornell University Medi- 
cal School established an automotive crash injury re- 
search laboratory and through its research advocated 
seat belts, safety door latches, recessed steering wheels, 
padded instrument panels, and other features. The 
real proof is now being gathered as injured and unin- 
jured persons who have been in crashes are studied 
by this group. They will soon be publishing figures 
which show that these features are lifesaving. 

In the meantime, the safety laboratories of the 
motor car industry are hard at work trying to incor- 
porate safety features that will not prove too costly 
and can be incorporated into the style and trend of 
motor design. They have come up with safety glass, 
steel tops, better brakes, recessed controls, better 
lights, and, ironically, increased horsepower beyond 
what our roads today will handle. Unfortunately, it is 
true that the dollar sign outweighs the safety sign in 
the manufacture of the motor car, and only through 
the pressure of public opinion and the willingness of 
the buying public to purchase cars with full safety 
features will motor car manufacturers go all the way 
on safety. 

Again, the medical profession has the facts, and 
it must put them before the public and practice them 
constantly if prevention is to be achieved. 

I would like to present two case reports of head-on 
crashes that have occurred within the last month as 
proof of what safety features can do for saving lives 
and reducing injuries. The first was a head-on crash 
between a semi-trailer loaded with cattle and a 1956 
model car. The motor car was equipped with safety 
belts, recessed steering wheel, and padded dash. It 
was traveling at a speed of 70 miles per hour. The 
semi-trailer was traveling at 20 miles per hour pre- 
paring to turn off the highway. In the front seat of 
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the motor car were a man and his wife, and in the 
rear seat, lying down and unstrapped, was a mother- 
in-law, The driver was uninjured except for bruises 
of a minor nature; his wife, because of cave-in of the 
door on her side, had some rather severe contusions 
of the chest, one fractured rib, and severe shock which 
subsided after a stomach tube was passed to relieve an 
acute dilatation of the stomach. The mother-in-law, 
unstrapped, flew around in the car and suffered con- 
siderable shock. Fate was unkind, and she later died 
of irreversible shock. The motor car was completely 
demolished, the result junk. 

Contrast that with another head-on crash between 
a light farm truck and a 1955 motor car. There were 
no safety features except that both were fairly recent 
models. The speeds were excessive. A boy in the farm 
truck had multiple lacerations, shock, a posterior dis- 
location of the left hip with a large fragment of the 
posterior rim of the acetabulum carried away by the 
dislocation. A girl in the cat was thrown out and 
killed instantly. The driver of the car had deep shock, 
a double fracture of the left ulna, a fracture of the 
left femur mid-third, and a complete dislocation of 
the right talus from the navicular and calcaneus, irre- 
ducible manually because of the wrapping of the 
tendon of the tibialis anticus about the neck of the 
talus. 

There were two crashes where the forces of ac- 
celeration and deceleration were about equal with two 
completely different results on the human cargo within 
the vehicles. The only factors differing in these 
crashes were those of safety features of crash belts 
and pads, collapsible steering wheel, and safety locks 
on the doors. 

One of the most unhappy men I have seen in a 
long time grunted out to me recently in an emer- 
gency room, “Yes, I have safety belts, but they 
weren't fastened.” 


The Salvage 


We, as medical men, can take some slight bows 
when we view our work in first aid, transportation, 


and care of the victims of vehicle crashes. Only one in 
58 dies, a mortality rate comparable with the early 
years of operation for appendicitis. 

There are several points on which we are getting 
only a poor rating, and I wish to stress a number of 
these. In first aid, we show a remarkable indifference 
to the lessons which are relearned during each war. 
Shock starts from the instant of injury. Anything that 
will keep that shock from growing more severe is 
good treatment. Such simple things as splinting a 
fractured femur can save a pint of blood from escap- 
ing into the tissues; yet in Kansas, we are seldom 
greeted in an emergency room with a splinted fracture. 

The fact that only 15 per cent of the victims are 
killed outright and 85 per cent die later deserves criti- 
cal study. How many could be saved through efficient 
first aid? There is enough first aid education in lay 
groups, particularly among truck and bus drivers, 
police and ambulance attendants, so the answer is 
probably that the methods they know are too com- 
plicated. They can and should be simplified so they 
will be used. Some philanthropist would give mankind 
a terrific boost if he would place simple splints in the 
cabs of every major truck line. They would be used, 
for there is seldom an accident that happens anywhere 
on our highways that is not on a route used by some 
truck. 

The second sore spot on which the probing finger 
should be placed is in our hospital emergency rooms. 
The volume of injuries no longer will let us apply by 
masterful inactivity the old rule of thumb, that the 
young man just out of medical school will learn by 
experience. Young men man our emergency rooms. 
They need that experience when they start to prac- 
tice. Teach our medical students, interns, and residents 
what trauma is and how to handle it, and we will 
then see a rise in the quality of emergency room care 
and its inevitable companion, the reduction of mor- 


tality. 


Axtell Clinic 
Newton, Kansas 


Nothing comes by chance, for in all the wide universe there is absolutely 
no such thing as chance. We bring whatever comes. Are we not satisfied with 
effects, the results? The thing then to do is to change the causes. 


—Ralph Waldo Trine 
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Atherosclerosis 


A Metabolic Fault which May Have Significant 


Etiological Relationship 


MARK DODGE, M.D., and MARION SYKES, M.T., Kansas City, Missouri 


Almost in self defense one is inclined to do con- 
siderable thinking about the possible causes and, more 
to the point, the prevention or reversal of athero- 
sclerosis. We are impressed with the concomitance of 
hyperlipemia in states in which there is hardening of 
the arteries of the fatty intimal type—and yet we 
wonder if there is not too much emphasis on the 
study of lipids in the blood and too little thought 
about an actual underlying mechanism of lipid me- 
tabolism. 

Perhaps there is some analogy between the hyper- 
glycemia seen in diabetes mellitus and the hyper- 
lipemia seen in diseases of arterial insufficiency. In 
both perhaps there should be less determination to 
normalize the elevated sugar or fat, as the case may 
be, and more consideration to correcting the under- 
lying defect. We like to think, for example, of hyper- 
glycemia as simply a sign of a disease in which the 
physiologic ramifications are just beginning to be 
unraveled, We are beginning to wonder if the patho- 
logic physiology of hyperlipemia cannot be organized 
in a similar fashion and if, perhaps, it actually may 
simply be a part of the spectrum of diabetes that is 
much broader than we have formerly thought. 

For example, it has been noted for some time that 
a fasting blood sugar in patients with acute myocardial 
infarction will be elevated in a large percentage of 
cases. This has been explained by saying that a stress 
reaction, about which so much has been written in 
recent years, simply manifests itself in one direction 
by hyperglycemia. We are beginning to wonder if, 
in actuality, the hyperglycemia found in acute coro- 
naty disease does not indicate that the patient is actu- 
ally mildly diabetic and that the trauma of infarction 
has made this incipient disease evident. 

This idea gains credence when one realizes that 
myocardial infarction in pre-menopausal women is 
uncommon—but in diabetic women the frequency of 
recognizable coronaty or otherwise atherosclerotic 
disease approaches that found in males. Likewise 
when one sees a patient with severe arteriosclerosis 
obliterans and takes the trouble to do a glucose toler- 
ance test, one can often find a mild diabetes hitherto 
unrecognized. In other words, we believe that perhaps 
diabetes and hyperlipemia and atherosclerosis have 
a common metabolic fault—although not exactly of 
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the same type—and that they simply represent varia- 
tions or positions in a common spectrum. 

A further line of clinical evidence is seen in the 
reported cases of hyperlipemia with acute pancreatitis, 
albeit the reasoning as propounded by Klatskin is the 
exact opposite proposed in this paper. In addition, 
the hyperlipemia and fatty liver in uncontrolled dia- 
betes are so commonplace as to have been ignored in 
the limelight flooding other aspects of arterial dis- 
ease. Gofman has shown the reversibility of the ab- 
normal lipids found in untreated diabetes by giving 
insulin alone. 


Nineteen of 25 patients convalescing 
from acute myocardial infarction were 
given glucose tolerance tests which indi- 
cated incipient diabetes. Would insulin 
have a prophylactic effect in such cases? 
Would glucose tolerance tests indicate 
individuals unduly susceptible to athero- 
sclerosis? 
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Figure 1. Single glucose tolerance tests done on 25 
patients who have recovered from a myocardial infarc- 
tion. The Somogyi method using 100 gm. of oral glu- 
cose was used. 
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To test this thesis we have done glucose tolerance 
tests using the Somogyi method and 100 grams of 
glucose orally in patients in our private practice who 
have had myocardial infarctions—and in whom there 
has been a recovery. The test is done three or four 
months after the acute illness when the patient is 
ambulatory and feeling well. We have also tested a 
number of apparently normal controls to check the 
method. The Somogyi procedure for true blood sugar, 
using venous blood and a three-hour oral glucose 
tolerance test, is felt to be positive for diabetes if the 
fasting blood sugar or the two-hour blood sugar is 
above 100 mg. per cent. A one-hour blood sugar above 
160 mg. per cent is suggestive but not diagnostic. 

Figure 1 shows the scattergraph of the glucose 
tolerance tests for the patients with myocardial in- 
farction, and Figure 2 shows the scattergraph for the 
controls. There were 17 men in the patient group 
ranging in age from 40 to 68 years. There were eight 
women ranging in age from 50 to 69. In the control 
group there were four men and eight women, the 
ages ranging from 25 to 55 years. 

None of the patients studied were known to be 
diabetic prior to this examination, and there were no 


positive family histories for diabetes except in one 


person in the myocardial infarct group. Four patients 
in the post-infarction group showed sugar in the urine 
at some time during the glucose tolerance test. Of 
course it is probable with the high incidence ot athero- 
sclerosis in diabetes that we will pick up a few cases 
of unsuspected diabetes in a study of this type, but 
Figure 1 shows clearly that the incidence of abnormal 
curves is markedly higher than one would expect 


1$0 Noreal for 
One Hour 


Venous Bieod Suger 


Mornal for 
Fasting & 2 brs 


1 
Time in Hours 


Figure 2. Single glucose tolerance tests done on 11 
apparently normal persons clinically free of athero- 
sclerosis. The Somogyi method using 100 gm. of orai 
glucose was used. 


from the incidence of diabetes mellitus as it is now 
designated. In fact 19 of the total patients studied 
could be judged diabetic by the above criteria. 

A study such as this, if it continues to show as 
definite results as appear now, has several important 
corollaries. The first, of course, is whether or not pa- 
tients with myocardial infarction should have small 
doses of insulin in the hope of reversing the abnormal 
lipid spectrum that they have been shown to have. 

Another question might concern men of 40 who 
have not had a myocardial infarction but who are 
considered to be of the type subject to it and who 
have had positive tests. Should they be given insulin 
as a preventive measure? 

We were much interested to see that Futcher re- 
ported recently that out of 180 subjects 40 years old 
and over, 31 per cent had diabetic type glucose toler- 
ance tests. We would conclude that these are those 
with the evil eye of atherosclerosis glaring in their 
future. 

We would like to do a study of this type correlat- 
ing the ‘‘Gofman Type” lipoproteins with the glucose 
tolerance test and then put the abnormal reactors on 
insulin to see if the lipid spectrum as described by 
the ultracentrifuge could be reversed. So far a study 
of this type has not been practical. Secondly, it is of 
great interest that recently hypercholesterolemia has 
been described following damage to the islets of 
Langerhans with cobaltous chloride which is given 
to destroy the alpha cells. If it could be shown that 
a hormone such as glucagon, which is presumed to be 
produced by the alpha cells of the islets, is also in- 
volved in cholesterol metabolism, the hypothesis of 
this paper would be considerably strengthened. 

With the thought that hyperlipemia and diabetes 
are rather intimately related, we attempted giving in- 
sulin to a patient with familial hyperlipemia in doses 
as high as 20 units of NPH daily. Unfortunately the 
blood lipid, at least as measured by cholesterol, which 
in this case averaged about 800 milligrams per cent, 
was unaltered. This patient, a woman, happened to 
have mild diabetes which had been previously un- 
treated. One wonders if an impure extract of the 
pancreas could not be tried with the thought that the 
blood lipids are controlled by an analogous hormone 
to insulin. Dragstedt, of course, has already tested 
this thesis in dogs with “lipocaic.’”” The exact sig- 
nificance of this latter work awaits elucidation. 


SUMMARY 


A series of glucose tolerance tests has been done on 
a group of patients after they have convalesced from 
an acute myocardial infarction. In 19 of these 25 pa- 
tients the glucose tolerance test indicated incipient 
diabetes. It is felt that the diabetic state is much 
broader than has been thought and that most patients 


250 
235 
220 
th 
: 
SC 
145 
130 
lig . 
» 
x 
3 


94 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


with premature atherosclerosis are in effect suffering 
from a metabolic defect of unknown nature—but one 
which is part of the spectrum of diabetes on the one 
hand, and “pure” hyperlipemia on the other. The 
question is raised whether or not insulin might have 
a prophylactic effect in these cases and also whether 
or not the glucose tolerance test might not be a simple 
method to pick out individuals who are unduly sus- 
ceptible to atherosclerosis. 


4635 Wyandotte Street 
Kansas City 2, Missouri 
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Hearing Tests 


Evaluation of Present Measurements of Auditory Acuity 


C. P. GOETZINGER, Ph.D., Kansas City 


Accurate measurement of hearing, as available to- 
day, did not become a reality until the invention of 
the vacuum tube pure tone audiometer. While sev- 
eral methods for assessing auditory acuity were com- 
mon prior to its development, none afforded suffi- 
ciently stable characteristics for adequate standardiza- 
tion. Thus, such time honored tests as the watch tick, 
tuning forks, whispered and spoken voice, etc., were 
inherently subject to far too many variables for pre- 
cise evaluation of hearing sensitivity and the explora- 
tion of frequency range. 

Although the electronic pure tone audiometer ap- 
peared in this country in 1921, it was not until 1939 
that adequate norms had been established to evaluate 
average normal hearing. Earlier attempts to set up 
threshold standards, based upon laboratory studies, 
had proved entirely too severe, with the result that 
an unreasonable number of individuals showed hear- 
ing losses when tested on audiometers calibrated to 
these standards. The Public Health Survey, con- 


From the Department of Otorhinolaryngology of the Uni- 
versity of Kansas School of Medicine. 


ducted by Beasley in 1935-1936, ultimately provided 
the data upon which all present day commercial pure 
tone audiometers are calibrated. The threshold stand- 
ard for average normal hearing was set forth in 1939, 
and since that time it has been shown to be an ex- 


Speech audiometry, developed during 
World War II, supplements information 
obtained by the pure tone technique, 
each method contributing uniquely to 
the understanding of a given hearing 
loss. In recent years the psychogalvanic 
skin response has been used to measure 
hearing acuity. Research will be required 
to determine its clinical worth. 


ceedingly useful reference level both in this country 
and in Europe. 

The outbreak of World War II provided the im- 
petus for a vast amount of research in the field of 
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communications. A subject of prime importance per- 
tained to the transmission and reception of signals 
(speech and code) under heavy noise conditions. Per- 
force, thousands of English words were studied with 
reference to intelligibility, carrying power, etc. As a 
result of this work, speech tests were developed which 
subsequently proved effective in the evaluation of 
hearing loss. In brief, it was possible now to measure 
directly not only auditory acuity for speech but also 
how well the elements of speech could be understood 
at supra-threshold levels. The latter type of test was 
particularly significant since a tool was at last available 
to assess hearing, not at threshold, but at a level at 
which listening is usually carried on. Hence, tests 
were provided for measuring hearing in the practical 
dimension, i.e., utilizing the elements of language, or 
words. 

The advent of speech audiometry, or testing with 
words, has in no way detracted from the pure tone 
audiometric test. Either method when employed alone 
contributes uniquely to the understanding of a par- 
ticular hearing problem. When, however, one is used 
in conjunction with the other, a more complete pic- 
ture of an individual's ability to hear is available. 

In all of the above discussed tests of hearing, a re- 
sponse is required of the individual. In other words, 
he is expected to raise his finger, press a button, or 
repeat a word, depending upon the nature of the sig- 
nal. Many ingenious methods, such as the Peep Show, 
have been worked out to elicit responses from chil- 
dren. With infants and very young children who 
ate unable to respond in the appropriate manner, at- 
tention is focused on a change in behavior such as 


the rolling of the head or eyes to the source of stimuli. 
The relative inadequacy of determining threshold in 
the latter cases has prompted some investigators to 
attempt to devise so-called objective techniques for 
measuring hearing acuity in which the requirement 
of an overt response would be eliminated. 

The search for a method to measure threshold for 
hearing objectively resulted in the development of 
psychogalvanic skin audiometry. In short, auditory 
sensitivity is determined by a decrease in the elec- 
trical resistance of the skin when a tone is sounded. 
Two electrodes, connected to appropriate recording 
equipment, are placed on certain parts of the body. A 
mild electric shock capable of evoking a decrease in 
skin resistance is paired with a pure tone, until the 
tone by itself initiates the desired response. 

During the past six or seven years a great deal of 
literature both pro and con has appeared about this 
particular test. Proponents of the method feel that 
they have an accurate method of determining hearing 
ability which does not require active individual par- 
ticipation. Unfortunately, research with the method 
has revealed a number of drawbacks which must be 
overcome before the test can be used as an accurate 
clinical tool. At present research in the psychogalvanic 
skin response test is being conducted at the Univer- 
sity of Pittsburgh, C.1.D., etc. Results to date would 
seem to indicate the need for further research before 
the method can be used clinically on a wide-spread 
scale. 

University of Kansas Medical Center 


39th and Rainbow 
Kansas City 12, Kansas 


and spirit. 


In a competitive world, life and freedom must be backed by strength. 
But survival has a time dimension which says that power consists of more 
than strength of arms. Short-term survival may depend on the knowledge of 
nuclear physicists and the performance of supersonic aircraft, but long-term 
survival depends alone on the character of man. Our scientific, economic and 
military accomplishments are rooted in the human quality which produces 
them. In the last analysis, all of our knowledge, all of our action, all of our 
progress, succeed or fail according to their effect on the human body, mind 


—Charles A. Lindbergh 
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a phenomenal record among antibiotics the world over. » . 
ACHROMYCIN consistently proves its— 


EFFECTIVENESS | 
~ @ quick control of infections commonly seen in clinical practic 


° rapid development of high blood levels 
of tissue and bedy fluids. 


freedom from da ngerous reactions 
minimal side effects 


VERSATILITY 
Le proved in over 50 diseases a’ 


e wide variety of dosage forms to acitate control of infections 
any site 


ECONOMY 
‘¢ low recommended dosage—a 250 mg. capsule q.i.d. provides 
full tetracycline effect 


spec Procedures not required 


. ACHROMYCIN* Tetracycline...by demonstrating its clinical : 
competence in the freauentlv encountered infections has achieved 
| 
ACHROMYCIN...ACKNOWLEDGED FOR COMPETENCE | 
Lederle) -LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER. NEW YORK 
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PRESIDENT’S PAGE 


DEAR Doctor: 


I recently returned from an AMA conference on poliomyelitis where 
I heard Dr. Salk and several officials of the U. S. Public Health Service 
give unpublished statistics on the protective power of the present im- 
munization program. 

The results are so indicative that I want to request the support of or- 
ganized medicine in all its divisions in Kansas to now carry on a full 
scale immunizing effort. 

The following proposal has the endorsement of the Executive Com- 
mittee, and I most hopefully present it for your individual support. 

We hope by April 1 to have every child receive his third and every 
adult under 40 in this state his second immunization against polio- 
myelitis. 

We hope each county medical society will use every possible influence 
to encourage the support of all members in this undertaking. 

We hope each county medical society will give a great amount of in- 
formation to the public on this subject through whatever means are lo- 
cally available. 

We hope each county medical society will arrange by any plan that 
fits the local situation to provide free immunizations for those who feel 
they cannot pay. We hope the schedule and address of these free clinics 
will be adequately publicized so no person in this state can ever say he 
was not given an opportunity to receive the benefit of this protection. 

This is a tremendous public service and a project I most earnestly urge 
each member to assist with in his own practice and each county society to 
sponsor within the territory of its jurisdiction. 


Fraternally, 


U8 


President 
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EDITORIAL COMMENT 


Television at State Meeting 


The state meeting will be held at Wichita, May 
5-9, 1957. There will be a number of innovations, 
among which is the first closed circuit live television 
program in the history of the Kansas Medical Society. 

A one-hour program will be televised live out of 
Chicago on Monday afternoon, May 6. This may be 
viewed in the East Room of the Allis Hotel in 
Wichita. The program is on mental health and will 
consist of a panel of experts examining and inter- 
viewing a series of patients. Following their appear- 
ance the panel will discuss the patients’ conditions, 
and questions may be asked locally from Wichita 
which will be heard by the panel and answered 
directly. 

Smith, Kline and French Laboratories are bringing 
this innovation to the 98th annual session of the 
Kansas Medical Society and will carry the identical 
program at the same time to four other state meet- 
ings that are in session in different parts of the 
United States. The other states are Oklahoma, Louisi- 
ana, South Carolina, and Florida. The program will 
be blocked out of home receivers and will not be 
carried in other parts of the country. 

It is hoped that members of the Kansas Medical 
Society will set aside one hour on Monday afternoon 
for this special program. More detailed announce- 
ments will be made as final plans are completed. 


A.M.E.F. Contributions Increased 


An encouraging increase in contributions during 
1956 was reported recently by the -American Med- 
ical Education Foundation at the end of its fifth year 
of operation. Receipts for the year, $1,072,717, rep- 
resented a 41 per cent gain over contributions in 
1955. If a grant of $125,000 from the American 
Medical Association is excluded from the account- 
ing, the increase represents 25.1 per cent. 

The A.M.A. grant of $125,000 was in addition 
to a gift of $100,000 early in the year. It was voted 
by the A.M.A. House of Delegates in December 
after Dr. Gunnar Gundersen, chairman of the Board 
of Trustees, presented the following report: 

“The Board of Directors of the American Med- 
ical Education Foundation has informed the Board 
of Trustees that this year, 1956, the funds received 
by the Foundation will be sent direct to the medical 
schools instead of through the National Fund for 
Medical Education. The reasons for this action are 
as follows: 


“In 1951 when the Foundation was created, it 
was felt that the funds of the Foundation would 
serve as a stimulus to further contributions from all 
sources. Until 1955 the funds from the Foundation 
totaled more than half of the amount donated to the 
schools by the National Fund. Now the amount is 
less than half, so the need of the stimulus of the 
Foundation funds no longer exists. A completely 
separate listing and mode of donation will now serve 
to stimulate the doctors to contribute to their own 
organization more than if the funds continue to be 
channelled through another organization. Better re- 
lationships can be established with the alumni funds 
which deal only in earmarked money. The Fund does 
not solicit earmarked money, while the Foundation 
does. 

“However, one complicating factor has arisen and 
that is the matching funds being donated this year 
to the National Fund by the Ford Foundation. Since 
the funds donated direct to the schools by the Foun- 
dation will not be matched by the Ford Foundation, 
the medical schools would receive approximately 
$120,000 less than under the old system. 

“Both the Foundation directors and the Board of 
Trustees feel that the new system will in the long 
run be of benefit to the medical schools in that both 
the Foundation and the Fund will be able to raise 
more money. This will, of course, take time. Hence, 
for this year, so that the schools wiil not be penal- 
ized by the new system, the Board of Trustees has 
appropriated an additional $125,000 for the Amer- 
ican Medical Education Foundation to make up for 
the funds that the schools would have received 
through the matching grants of the Ford Foundation. 
This amount is in addition to the $100,000 previ- 
ously appropriated. Also, the House should bear in 
mind that the American Medical Association under- 
writes all the expenses of the Foundation, both in 
its fund drives and its educational programs. This 
expense for 1956 approximates $118,000, so that 
the total contribution made by the American Med- 
ical Association to the American Medical Educa- 
tion Foundation for the year will actually be $343,- 
000. There is nothing more important than the 
support of our medical schools in order to keep them 
free. The Board of Trustees is happy to do all it 
can to assist the program. 

“We are deeply indebted to the doctors who have 
generously supported the Foundation, and we are 
also equally indebted, perhaps more, to the indus- 
tries and individuals that have supported the unself- 
ish efforts of the officers and directors of the Na- 
tional Fund. Both organizations must prosper, and 
we are confident that both will receive the necessary 


support.” 
Kansas physicians, both individually and collec- 
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tively, made larger contributions in 1956 than in 
the past. For the first time the Kansas Medical Soci- 
ety as an organization made a gift, $5,085.14, in 
accordance with action taken by the House of Dele- 
gates at its meeting in Topeka last May. The Soci- 
ety’s contribution, from two sources, was marked 
for use at the University of Kansas School of Med- 
icine. 

One account, containing $1,535, represented con- 
tributions from members of the Society for the Stu- 
dent Union Fund. In keeping with the objective of 
the donors, this money was sent to the Student 
Union Fund through the A.M.E.F. 

The second contribution, $3,550.14, represents 
one-half the amount remaining in the Society's Grad- 
uate Education Fund. This money was accumulated 
during the World War II pericd when physicians 
who remained at home made contributions as a 
gesture of appreciation to those in military service. 
Society members who served in the armed forces and 
enrolled for graduate education when they returned 
to civilian life received the benefits of this fund, 
and a total of $7,100.28 was not so distributed. As 
directed by the House of Delegates last spring, one- 
half this amount was sent to the A.M.E.F. with a 
stipulation that it be forwarded to the University of 
Kansas School of Medicine and used for a program 
fostering some form of graduate education. 

A new year is now beginning, and the need for 
contributions continues. Kansas physicians, more 
generous in 1956 than in former years, are urged to 
participate in the program again in 1957 with even 
larger gifts for the continuation of medical educa- 
tion as we now know it. 


Privileged Information 


It is said that physicians of a former era practiced 
for many years without ever having had occasion to 
learn details of the legal aspects of medicine. Not 
so today. The wise physician of 1957 is informed 
on laws pertaining to his profession and adheres con- 
scientiously to legal and ethical standards. 

Because he wants to know decisions and opinions 
concerning professional actions, the Kansas physi- 
cian will be interested in a statement recently made 
by the Kansas Medical Society attorney in reply to 
this question: “Does height, weight, color of hair 
and color of eyes, and other identifying data, this 
information acquired in process of a physica! exam- 
ination by a physician, come under the category of 
confidential (privileged) information ?’’ 

The Kansas statutes pertaining to the incompetency 
of designated persons to testify read as follows: 
“Sixth. A physician or surgeon concerning any com- 
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munication made to him by his patient with refer- 
ence to any physical or supposed physical disease, 
defect, or injury, or the time, manner, or citcum- 
stances under which the ailment was incurred, or 
concerning any knowledge obtained by a personal 
examination of such patient, without the consent of 
the patient.” 

The attorney develops the point by adding, “We 
find no Kansas case passing directly upon the point. 
However, you will note that the Kansas statute ren- 
ders a physician incompetent to testify concerning 
any knowledge obtained by a personal examination 
of any such patient. 

“The Supreme Court of Kansas has taken the posi- 
tion that our statute on privileged communications 
does not work a general disqualification of a physi- 
cian to testify. It limits his incompetency as a wit- 
ness to information acquired as a result, and in the 
line of, professional employment or duties in the 
treatment of a patient. A proper examination is an 
incident of treatment. 

“It is our opinion that a physician should take 
the position that height, weight, color of hair, color 
of eyes, and other identifying data, obtained by the 
physician in the process of an examination of a pa- 
tient by a physician, is privileged information and 
should not be divulged by the physician without the 
knowledge and consent of the patient. This is espe- 
cially true until the Kansas court has occasion to pass 
squarely upon this question. 

“We recognize that this may appear to be a 
strained construction of our statute but we attach 
significance to that portion of the statute concerning 
any knowledge obtained by a personal examination, 
and it seems to us that the height, weight, color of 
hair, color of eyes, and other identifying data would 
be obtained by the physician as a result of the exam- 
ination.” 


Heads Section of Orthopedic Surgery 


Dr. Leonard F. Peltier has been named professor 
of surgery and head of the section of orthopedic 
surgery at the University of Kansas Medical Center. 
His appointment became effective January 1. 

Dr. Peltier, who came to Kansas from a position 
as associate professor and acting head of the division 
of orthopedic surgery at the University of Minnesota, 
received his medical degree from that school in 1944 
and a Ph.D. in surgery in 1951. He is a diplomate 
of the American Board of Surgery and of the Amer- 
ican Board of Orthopedic Surgery and is a fellow 
of the American College of Surgeons. 

He fills a vacancy at the Kansas school occasioned 
by the death of Dr. James B. Weaver last April. 
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Abraham Colles, one of the greatest of Irish sur- 
geons, wrote comparatively few papers, but through 
them made such significant contributions that his 
name is familiar to all students of medicine. He 
combined his surgery with an exceptional interest 
and ability in the study of anatomy and wrote a 
treatise on surgical anatomy in which is included 
the description of the perineal fascia which now 
bears his name. 

His original paper “On the Fracture of the 
Carpal Extremity of the Radius,” published in 
1814, is another of those rare classics which is 
an example of brevity and completeness. It con- 
tains only 1,528 words, yet describes the confusing 
picture which led him to investigate, the pitfalls 
he encountered, the means of his reaching def- 
inite diagnosis, and an effective treatment. 

“The injury to which I wish to direct the at- 
tention of surgeons, has not, as far as I know, 
been described by any author; indeed, the form 
of the carpal extremity of the radius would rather 
incline us to question its being liable to fracture. 
The absence of crepitus and of other common 
symptoms of fracture, together with the swelling 
which instantly arises in this, as in other injuries 
of the wrist, render the difficulty of ascertaining 
the real nature of the case very considerable. 

“This fracture takes place at about an inch and 
a half above the carpal extremity of the radius, 
and exhibits the following appearances. 

“The posterior surface of the limb presents a 
considerable. deformity; for a depression is seen 
in the forearm, about an inch and a half above 
the end of this bone, while a considerable swell- 
ing occupies the wrist and the metacarpus. Indeed 
the carpus and base of metacarpus appear to be 
thrown backward so much, as on first view to 
excite a suspicion that the carpus has been dis- 
located forward. 

“On viewing the anterior surface of the limb, 
we observe a considerable fulness, as if caused 
by the flexor tendons being thrown forward. The 
fulness extends upwards to about one-third of the 
length of the fore-arm, and terminates below at 
the upper edge of the annular ligament of the 
wrist. The extremity of the ulna is seen project- 
ing towards the palm and inner edge of the limb; 
the degree, however, in which this projection 
takes place, is different in different instances. . . . 

“If the surgeon lock his hand in that of the 
patient’s, and make extension, even with a mod- 
erate force, he restores the limb to its natural 
form; but the distortion of the limb instantly 


returns on the extension being removed. Should the 
facility with which a moderate extension restores 
the limb to its form, induce the practitioner to 
treat this as a case of sprain, he will find, after 
a lapse of time sufficient for the removal of sim- 
ilar swellings, the deformity undiminished. Or, 
should he mistake the case for a dislocation of the 
wrist, and attempt to retain the parts in situ by 
tight bandages and splints, the pain caused by 
the pressure on the back of the wrist will force 
him to unbind them in a few hours; and if they 
be applied more loosely he will find, at the ex- 
piration of a few weeks, that the deformity still 
exists in its fullest extent, and that it is now no 
longer to be removed by making extension of the 
limb... .” 

Follows his concise description of the maneuver 
which led to the diagnosis—“Let the surgeon 
apply the fingers of one hand to the seat of the 
suspected fracture, and, locking the other hand 
in that of the patient, make a moderate extension, 
until he observes the limb restored to its natural 
form. As soon as this is effected, let him move 
the patient’s hand backward and forward; and 
he will, at every such attempt, be sensible of a 
yielding of the fractured ends of the bone, and 
this to such a degree as must remove all doubt 
from his mind... .” 

“It is obvious that, in the treatment of this 
fracture, our attention should be principally di- 
rected to guard against the carpal end of the 
radius being drawn backwards. For this purpose, 
while assistants hold the limb in a middle state 
between pronation and supination, let a thick and 
firm compress be applied transversely on the ante- 
rior surface of the limb, at the seat of fracture, 
taking care that it shall not press on the ulna; 
let this be bound on firmly with a roller, and 
then let a tin splint, formed to the shape of the 
arm, be applied to both its anterior and posterior 
surfaces. In cases where the end of the ulna 
has appeared much displaced, I have laid a very 
narrow wooden splint along the naked side of 
this bone. . . . The cases treated on this plan have 
all recovered without the smallest defect or de- 
formity of the limb, in the ordinary time for the 
cure of fractures. 

“I cannot conclude these observations without 
remarking, that were my opinion to be drawn 
from these cases only which have occurred to me, 
I should consider this as by far the most common 
injury to which the wrist or carpal extremities of 
the radius and ulna are exposed. . . .”—O.R.C. 
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Tumor Conference 


Myasthenia Gravis and the Thymus Gland 


Edited by PETER RASMUSSEN, M.D. 


Dr. Stowell (Moderator): Mr. Benage, would 
you tell us about this unusual and interesting case? 

Mr. Benage: This 34-year-old unmarried white 
man was admitted to this hospital on September 4, 
1956, with the chief complaint of generalized weak- 
ness. His present disease seemed to begin in May of 
1955 when he first noticed weakness of certain of 
his skeletal muscles, along with difficulty in chew- 
ing and swallowing his food toward the end of a 
meal. He also had difficulty in carrying on a pro- 
longed conversation, and toward the end of the 
day he had drooping of his eyelids. 

He saw a physician in the early summer of 1955. 
At this time his disease was diagnosed as myasthenia 
gtavis and he was placed on Mestinon therapy. For 
the next year he seemed to improve under this treat- 
ment. However, in July of 1956 his symptoms be- 
came progressively worse, and he seemed to be de- 
veloping increasing tolerance to his medication. He 
saw another physician at this time and was referred 
here. 

His chief physical findings on admission were 
ptosis of the eyelids, mainly the right, weakness in 
the upper extremities, and slightly hyperactive re- 
flexes bilaterally. 

The main laboratory finding was the x-ray of the 
chest which revealed a mediastinal shadow approxi- 
mately 6 by 3 cm. This was thought to be a tumor 
of thymic origin. 

Dr. Stowell: Dr. Goertz, would you tell us about 
the roentgenograms, please? 

Dr. Goertz: The chief finding is the anterior 
mediastinal mass which shows calcification. Because 
of a clinical history of myasthenia gravis, we were 
alerted for something in the thymus. No one in the 
radiology department, however, was aware of the 
occurrence of calcification in the thymus, so we 
included in the differential diagnosis a dermoid con- 
taining possible thymic tissue. The mass cannot be 
seen well on the PA projection, but it can be seen 
nicely on the lateral view (Figure 1). Because we 
were interested in knowing whether the calcification 
was entirely peripheral, planograms were done. The 
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anteroposterior planograms reveal much of the mass 
to be to the right of the spinal column. In a lateral 
planogram most of the calcification is peripheral. 

Dr. Stowell: What was the subsequent course of 
the patient? 

Mr. Benage: He was advised to have the tumor re- 
moved, and on September 12, 1956, the thymic mass 
was excised along with surrounding fatty tissue with 
the intent that any adjacent accessory thymic tissue 
would also be removed. 

His course was fairly good the first two postoper- 
ative days. However, on the third day he became in- 
creasingly apprehensive, dyspneic, and somewhat 
cyanotic. A thoracentesis was done but no fluid or 
ait was found. He was sent to the recovery room for 
intensive therapy but remained in respiratory distress. 
He was placed in a Drinker respirator. For the next 
36 hours his course was one of generally intermit- 
tent apprehension and shortness of breath. He had 
considerable nasopharyngeal mucus secretion, which 
was removed by nasal suction. He also had continu- 
ous cyanosis of the toenails and fingernails. 


| 
Figure 1. Lateral roentgenogram of the chest with 


an afrow indicating the calcified mass in the anterior 
mediastinum. 
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On the evening of the fourth postoperative day the 
patient suddenly ceased breathing. Intubation was 
performed, oxygen was administered, and intracardiac 
injection with epinephrine was given. The patient did 
not respond to this therapy, and he was pronounced 
dead. 

Dr. Stowell: Dr. Boley, will you describe the surgi- 
cal specimen ? 

Dr. Boley: There was a considerable amount of 
fatty tissue attached to a disc shaped mass. The mass 
appeared encapsulated and the capsule was partially 
calcified, with old necrotic tissue within the capsule. 
The entire specimen, including the fat, measured 15 
by 10 by 3 cm. A contiguous but separate nodule of 
thymic tissue was also seen outside the calcified area. 
Sections were taken from both portions. 

Dr. Helwig: In the section from the thymic tissue 
adjacent to the calcification, there is obvious lobula- 
tion with a great increase in follicles, which are con- 
fined to the medulla. Furthermore the cortex is com- 
pressed by this medullary lymphoid hyperplasia. 

This is a typical example of thymic hyperplasia as 


‘seen in cases of myasthenia gravis. Only about 15 per 


cent of myasthenia gravis cases, according to Castle- 
man,! are associated with thymoma, that is, are actu- 
ally neoplasias of thymic origin; in the other 85 per 
cent the thymus is often not enlarged to any signifi- 
cant degree. But of that 85 per cent, about 80 per cent 
will show this follicular type of lymphoid hyper- 
plasia, in no way different from the normal lymph 
follicles which we see in Hashimoto’s or Basedow’s 
diseases or in lymph nodes with reactive follicular 
change. It is Castleman’s feeling that they do not 
represent neoplasms in the sense that they are actually 
new growths, but that they are a response of some 
specific, unknown stimulus on the thymus gland it- 
self. Seventeen per cent of patients with myasthenia 
gravis will have a perfectly normal thymus, already 
having undergone involution consistent with the age 
of the person. 

The amount of follicular hyperplasia we see is not 
in any way significant as to the severity of the myas- 
thenia gravis. But when the pattern is marked, as it 
is here, it usually has a better prognosis so far as the 
subsequent amelioration of the myasthenia is con- 
cerned, than in those glands which have a perfectly 
normal pattern. The whole proliferation is purely 
lymphoid and the cortex is compressed, as Castle- 
man said, like a cap over the summit of the medulla 
as seen here; this is brought out vividly with reticu- 
lum stains. 

Incidentally, Dr. Iverson,? in considering thymo- 
mas, actual tumors, feels that those associated with 
myasthenia gravis have a preponderance of large cells 


intermingled with the lymphocytes, but frequently 
arranged around vessels. 

So there does seem to me to be a definite relation- 
ship between this type of follicle formation and myas- 
thenia gravis. Just what it is, no one understands. 

Wilson and Wilson,? as well as others, have found 
in animal thymus gland extracts a substance which 
will cause, apparently, a transient myasthenic-like syn- 
drome in some animals. Extracts from the thymuses 
of myasthenic patients also do this. These extracts 
also potentiate curare. 

Dr. Stowell: Dr. Allbritten, will you discuss this 
case further? 

Dr. Allbritten: The preoperative clinical course 
has been presented. The operation itself seemed to be 
totally uneventful. Anesthesia was perfectly satisfac- 
tory. He was well oxygenated throughout the pro- 
cedure, and his first two days postoperatively seemed 
to be uneventful. He was placed on anticholinesterase 
drugs parenteraily immediately postoperatively, and 
then shifted to oral preparations of these drugs on 
his second postoperative day. Now, I think this may 
have been an error, in that he did have intermittent 
nausea, and we are not sure how much of his oral 
medication was absorbed. However, he got along well 
and required no parenteral drug until the evening of 
the second postoperative day when he again had neo- 
stigmine, and on the night of the second postoper- 
ative day he had increasing shortness of breath. 

By the morning of the third postoperative day he 
was obviously in trouble. This was secondary to his 
respiratory muscle weakness and fatigue. At this time 
he did not appear short of breath. He looked rather 
placid; he did not have the vigorous respiratory 
movements that a dyspneic individual ordinarily has, 
which, of course is exactly what one would expect, for 
he couldn’t make vigorous respiratory movements. 

When one listened to his chest it was difficult to 
hear any parenchymal breath sounds. After a needle 
was inserted in his chest, to be sure he had no intra- 
thoracic collection of air from the operation, it be- 
came obvious he needed assistance in ventilation, and 
this was instituted. Actually through the afternoon 
and night of his third postoperative day he seemed 
to do well in the Drinker respirator. He was not short 
of breath; he was not cyanotic. The combined move- 
ments of his chest and abdominal wall were good, 
and he seemed to have an adequate air exchange. 
Through the fourth postoperative day he was allowed 
out of the respirator intermittently. 

In the meantime he had become completely insensi- 
tive to any of the anticholinesterase drugs. When he 
was brought back to the recovery room on the third 
postoperative day, he was placed on Tensilon intrave- 
nously which was ineffective. He did not respond to 
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prostigmine. These were discontinued because of the 
unpleasant side effects when he was in the respirator. 
We thought that perhaps if we could relieve him of 
any muscular activity through the next day, he would 
again lose his fatigue and be able to ventilate spon- 
taneously. However, on his fourth day this did not 
prove to be the case. Apparently there is some differ- 
ence of opinion at this time, for Dr. Mastio, who saw 
him that evening, found his color quite good and 
ventilation seemed to be adequate. However, sudden- 
ly, about nine o’clock on the evening of the fourth 
postoperative day, he died. 

I would suspect that this was probably secondary 
to ventricular fibrillation, although we have no evi- 
dence of this except for the sudden death. The only 
way that I can reconstruct this picture from the clin- 
ical evidence is that he probably did have increasing 
anoxia which was reaching the point of intolerance 
as far as the ventricular myocardium was concerned. 
Ventricular fibrillation was probably the terminal epi- 
sode. Post mortem examination was done. 

Dr. Stowell: Dr. Svoboda, can you tell us the re- 
sults of the autopsy ? 

Dr. Svoboda: The main pathological findings were 
in the lungs. These were somewhat heavy, weighing 
1040 grams, and were somewhat subcrepitant and 
rather dark red on cut section. There was a moderate 
amount of mucus confined mostly to the right lung 
and right bronchi. The larynx was removed also and 
there was found to be no obstruction at this point. 
Microscopic sections confirmed the presence of pul- 
monary edema, as well as an early acute bronchitis 
and bronchopneumonia. 

Dr. Stowell: Dr. Delp, would you comment on the 
subject of thymomas in myasthenia gravis? Can you 
give us an idea of how often you see patients with 
myasthenia gravis that is related to a thymoma which 
is definitely demonstrated ? 

Dr. Delp: I think the statistical data as reported 
by Dr. Helwig are accurate as to the incidence. I’ve 
seen only three patients with thymomas who have 
had myasthenia gravis. Two of these patients re- 
sponded beautifully to surgical relief, and one of 
them responded well to radiation therapy. I think it’s 
discouraging that in the larger series those who actu- 
ally have thymomas are not relieved nearly so often 
as those who have simply resection of their non-neo- 
plastic thymus glands. 

Another factor which seems to color the results is 
the sex of the patient. Females have frequently de- 
rived better results from the removal of the thymus 
than have males. 

It is interesting to think of this situation, as posed 
here in this particular patient, in the same light that 
we consider diabetes because the problem is almost 
analagous. The problem of handling such patients 
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either in the myasthenic crisis or in the cholinergic 
crisis is comparable to the many complications that 
we have in trying to manipulate the dose of insulin 
for the patient who is in diabetic acidosis or to correct 
all the electrolyte imbalances that we are creating by 
the use of our therapy. Because of their similarities, it 
is extremely difficult to differentiate between the cho- 
linergic crisis and the true myasthenic crisis. It must 
be based on good judgment and based upon what the 
dosage and medication have been in the immediate 
past. 

The cholinergic crisis is caused by overdosage of 
antimyasthenic drugs resulting in crisis, that is in- 
ability to breathe or swallow properly, similar to a 
myasthenic crisis, such as might be brought on by in- 
fection. The symptoms of the cholinergic crisis have 
been nicely laid down by Dr. Tether* in a recent jour- 
nal symposium. They are muscarinic as miosis, ab- 
dominal cramping, or salivation; nicotinic, with mus- 
cle fasciculations, dysphagia, and weakness; and cen- 
tral nervous system in nature with giddiness, con- 
fusion, and even convulsions. The muscarinic reac- 
tions may be rather transitory in cholinergic crisis, 
making distinction from myasthenic crisis exceed- 
ingly difficult if not impossible, clinically. The anti- 
myasthenic drug Tensilon has been used to help the 
differentiation. Muscle fasciculations induced by Ten- 
silon, during a particular crisis, tend to suggest it is 
cholinergic; with no effect from Tensilon, the crisis 
is more probably myasthenic. 

Another mysterious thing about these people is 
that they have spontaneous remissions, as did this 
man. For a period of a week or ten days within the 
past year, he was completely free of myasthenia 
gravis. Medication had not a thing to do with it; he 
just did not have his disease, and he did not take 
his medicine. This makes most of our explanations 
concerning the behavior of myasthenia gravis inade- 
quate at present. Indeed, this latter phenomenon has 
made evaluation of surgical treatment difficult. 

Dr. Stowell: Thank you, Dr. Delp. This case pres- 
entation has illustrated some aspects of the relation- 
ship of myasthenia gravis to the thymus gland, as 
well as the numerous intrinsic difficulties in treating a 
person with this infirmity. 
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Clinicopathological Conference 


Case from the Hertzler Clinic 


and Hertzler Research Foundation, Halstead 


CHARLES POKORNY, M.D., Moderator 


Dr. Pokorny: Today we will discuss a disease 
which is important not only to every surgeon but 
to the internist and general practitioner as well. 
This disease is difficult to diagnose and controversial 
to treat, and in severe forms its mortality is for- 
bidding. 

A 51-year-old white female was admitted to Hal- 
stead Hospital on July 23, 1955, with a five-hour 
history of severe abdominal pain which had started 
suddenly while she was preparing lunch. The pain 
caused her to sit down, and she became nauseated 
and vomited. One month before she had had a 
similar, but less severe, attack of pain. She had 
never noticed jaundice, diarrhea, black or bloody 
stools. There was no discomfort in her chest, but 
she was unable to breathe deeply on account of pain. 

Physical examination revealed an obese female in 
acute abdominal distress. Her temperature was 98.6°, 
pulse 80 per minute, respirations 30 per minute, 
and blood pressure 130 systolic and 70 diastolic. 
The ears, head, neck, and throat appeared normal. 
The lungs were clear to percussion and on auscul- 
tation. Examination of the heart was not contribu- 
tory. The abdomen was obese, and muscle guarding 
was present but there was no spasm. The greatest 
tenderness was noticed around the umbilicus. There 
was no rebound tenderness, and bowel sounds were 
present. Pelvic and rectal examination was normal, 
and the neurologic examination did not reveal any- 
thing abnormal. 

On admission, the patient’s white blood cell count 
was 12,700 per cu. mm., of which 57 per cent were 
segmented leucocytes, 31 per cent stab forms. The 
hemoglobin was 78 per cent, the icteric index was 
7.9. Amylase of the blood serum was 464 mg. per 
100 cc. X-ray studies of the kidneys did not reveal 
pathologic findings. 

The following day the serum amylase decreased 
to 246 mg. The patient still had severe pain, and 
peristaltic waves were audible. At 8:30 a.m. the 
patient went into shock, the pulse was 150 per min- 
ute, and the blood pressure fell to 70 over 60. 
Morphine was given for pain and the patient was 
placed in the Trendelenburg position. Blood trans- 
fusion was started through the surgically exposed 
right saphenous vein. In spite of these measures 
the pulse became unobtainable, the urinary output 


poor. Levophed was started and quinidine gluco- 
nate was given. However, the patient did not rally 
from her shock and expired at 8:35 p.m. 


Clinical Diagnosis 


Dr. Dreese: From the history and physical find- 
ings in our case I would exclude mesenteric throm- 
bosis, particularly because there were audible bowel 
sounds. I would not consider a dissecting aneurysm 
either, because it should cause more pain in the back 
or chest. Perforation of a duodenal ulcer is un- 
likely because there was no abdominal rigidity. The 
shock, rapid pulse, sudden pain with nausea and vom- 
iting, also the abdominal pain without rigidity, make 
me think of acute pancreatitis. The high serum amy- 
lase favors this diagnosis; however, perforation of a 
duodenal ulcer in the pancreas might well elevate the 
amylase values. 

Dr. Muck: Would her obesity speak more for 
pancreatitis and against duodenal ulcer? 

Dr. Dreese: Many female ulcer patients I have 
seen were large and obese. This may be due to the 
Sippy diet on which they have been placed by their 
physicians. 

Dr. Pokorny: Would the fact that the patient 
had repeated milder episodes of pain before the 
last attack speak in favor of acute pancreatitis? 

Dr. Dreese: I would think an impacted stone in 
the ampulla of Vater could best explain in our case 
the recurring episodes of pain. Cholelithiasis is a 
common association with pancreatitis, and a stone 
in the ampulla may very well lead to reflux of bile 
into the pancreatic duct, activating the pancreatic 
proenzymes. 

Dr. Westfall: On admission the two most likely 
diagnoses to consider were a perforating duodenal 
ulcer or acute pancreatitis. We knew from former 
admissions that this patient had achlorhydria and 
pernicious anemia. A duodenal ulcer with achlorhy- 
dria is, in my experience, extremely rare. The patient 
also did not have the board-like rigidity which goes 
with perforation of a gut or stomach. What also 
impressed me was the history that the last attack 
started when the patient prepared a meal. A good 
many cases of acute pancreatitis have their onset 
when you expect an increased flow of bile. The 
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Figure 1. Typical case of pancreatitis caused by im- 
pacted stone in the ampulla of Vater. 


serum amylase test was of course of great help, and 
after consultation with Dr. Chesky I decided to 
treat the patient medically. Operation in early stages 
of acute pancreatitis, in contrast to former times, 
is not recommended. The purpose of medical treat- 
ment is to stop the flow of bile by use of anti- 


Figure 2. Necrotic pancreatic tissue surrounded 


cholinergic drugs, to relieve pain, and prevent pe- 
ripheral vascular collapse. 
The clinical diagnosis was acute pancreatitis. 


Autopsy Findings 

Dr. Hellwig: The body was that of an obese 
white female weighing approximatély 175 pounds. 
There was a scar in her neck from thyroidectomy 
in 1938. The skin was not jaundiced. When the ab- 
dominal cavity was opened, characteristic white spots 
of fat necrosis on the omental surface confirmed 
the clinical diagnosis. In the abdominal cavity was 
about 500 cc. of cloudy, hemorrhagic thin fluid. 
There was an extensive hemorrhagic edema of the 
anterior and posterior aspect of the pancreas. The 
retroperitoneal edema extended to the right renal 
capsule. The distal half of the pancreas was markedly 
swollen and softened, and cross section revealed 
hemorrhagic and whitish necrotic areas. The main 
pancreatic duct was slightly dilated and opened 1 cm. 
above the papilla of Vater. In the ampulla of Vater 
a small dark green faceted calculus was firmly im- 
pacted in a diverticulum of the wall. A slightly 
larger stone was noted 2 cm. above the ampulla in 
the common duct, which was moderately dilated. 
Eight faceted stones were seen in the gallbladder. 

No abscesses or evidence of cholangitis were no- 
ticed in the liver. The stomach had a thin atrophic 
mucosa with low folds, and it contained bile stained 
mucus. 

The anatomical diagnosis was: acute hemorrhagic 
pancreatitis; multiple fat necrosis of omentum; 
hemorrhagic exudate in peritoneal and pleural cavi- 
ties; cholelithiasis and cholecystitis; mixed stones 


crotic duct containing bile plug which has ac‘ivate] th: proenzymes of the pancreas. 
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The efficacy of Rolicton (brand of amiso- 
metradine) in maintaining diuresis in the ede- 
matous patient has been established on an 
average dosage of one tablet b.i.d. Larger 
doses may be given as initial therapy and as 
maintenance therapy in edema difficult to 
control. Many patients will respond to one 
tablet daily. 

“The margin of safety and the diuretic index is 
certainly an improvement over the use of oral mer- 
curial diuretics.”1 


Avoiding “Peaks and Valleys” 

A highly desirable effect, and one which 
has been made possible with Rolicton, is the 
maintenance of continuous diuretic effective- 
ness day after day over an extended period, 
to avoid the up-and-down weight pattern 
typical of other edema-control methods. 


Illustration by Hans Elias 


Rolicton’ Diuresis Maintains 
Continuous Edema Control 


“There was an obvious stabilization of weight 
in practically all of the patients under observation, 
and previous wide fluctuations in poundage disap- 
peared.”2 


Mercury-Sparing 

Typical of the Rolicton diuresis pattern is 
the ability of the drug to reduce and, in a 
large percentage of patients, to eliminate the 
need for mercurials parenterally. 

“,.. the drug represents a most useful addition 
to our armamentarium in the treatment of edema, 
not only because it can be given orally . . . but more 
so because it permits [us] to replace or to spare the 
mercurials.”3 


G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


1. Asher, G.: Personal communication, June 23, 1956. 

2. Settel, E.: A Clinical Evaluation of a New Oral Diuretic, 
Rolicton, Postgrad. Med., Feb. 1957, in press. 

3, Goldner, M. G.: Personal communication, June 29, 1956. 
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Figure 3. Fat necrosis in omentum. 


in the common duct, one stone impacted in ampulla 
of Vater. 

Microscopic sections (Figure 1) showed the typi- 
cal necrosis of pancreatic and fat tissue. In one sec- 
tion bile was noticed in a minute pancreatic abscess. 


Discussion 

Fatal acute pancreatitis is infrequent. According 
to Herbut it occurs in 0.2 per cent of all patients 
coming to autopsy. It predominates in the sixth 
decade and afflicts slightly more females than males. 

Of the many possibilities which activate the pan- 
creatic enzymes producing acute pancreatitis, the 
classical mechanism is reflux of bile into the pan- 
creatic duct, either by spasm of the sphincter of 
Oddi or by biliary calculi. This process is well illus- 
trated in our case (Figure 2). Tie activated trypsin 
destroys the pancreatic parenchyma that it contacts, 
while lipase attacks fat, producing the telltale white 
spots in the omentum and on the peritoneal sur- 
face. The liberated tissue products absorbed into the 
blood stream produce the generalized toxic reaction. 

In a survey of 25 fatal cases of acute pancreatitis, 
Robert and co-workers state that acute interstitial 
pancreatitis and acute pancreatic necrosis should be 
regarded as different stages of one process rather 
than separate entities. The average age in their series 
was 51.9 years. Sixty-four of their patients were 
obese. Serum amylase varied from 800 to 4,000 
units; serum lipase was in five of eight patients 
(60 per cent) greater than normal (1.0 ml. of n/20). 
In only seven of their cases (28 per cent) was the 
diagnosis of acute pancreatitis made clinically; in 
five additional cases (20 per cent) it was suggested 
correctly. 


Eighty-six per cent had from 300 to 3,000 cc. of 
fluid in the peritoneal cavity; in 72 per cent of the 
positive cases it had bloody or brown color. Five 
of the 25 patients (20 per cent) had generalized 
peritonitis. In 72 per cent, severe necrosis involv- 
ing almost all of the pancreas was noticed at autopsy, 
while in 28 per cent one-half or less of the gland 
was involved. Eighty-four per cent had gross hemor- 
thage in the pancreas, 64 per cent showed fat necro- 
sis grossly within the gland, and 50 per cent showed 
abscess formation. All 25 cases showed fat necrosis 
either in the pancreas or elsewhere. 

Of greatest interest are their findings in the biliary 
tract. By gross inspection, 83 per cent of the gall- 
bladders were found to be chronically inflamed, and 
68 per cent had gall stones; only 22 per cent were 
without stones. A common ampulla was present in 
82 per cent, and in 23 cases an impacted stone was 
found in the ampulla. 

Microscopic examination of the pancreas revealed 
hemorrhage in 92 per cent. In all 25 instances ex- 
tensive necrosis of the parenchyma and of fat tissue 
with calcium deposits was noticed. Ninety-four per 
cent had histologic evidence of chronic inflamma- 
tion of the gallbladder. These findings justify the 
standpoint of many surgeons that in recurrent pan- 
creatitis it seems most important to eradicate any 
existing biliary tract disease, including calculi. 

From the etiological standpoint, most fascinating 
to me in acute pancreatitis is the fact that we deal 
with an inflammation due to entirely endogenous 
agents while bacteria, if present at all, are only 
secondary invaders. I know of only one other gland- 
ular organ where exogenous agents also are not 
the cause of inflammation but where the inflamma- 
tion results from hormonal-chemical products; I 
have in mind the so-called subacute thyroiditis of 
DeQuervain. 

In regard to the difficulties of diagnosing acute 
pancreatitis, I would like to add one other disease 
which has to be differentiated. I remember one case 
about 15 years ago in which autopsy revealed hemor- 
rhagic pancreatitis. The clinical diagnosis by an ex- 
cellent internist was coronary occlusion. 
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Excessive speed was the most dangerous driving 
mistake in 1955, in the opinion of the Travelers In- 
surance Companies after an extended study of sta- 
tistics. 
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Medihaler 


Means notably safe and effec- 
tive therapy when indicated for 
children. Medication is in leak- 
proof plastic coated bottles... \ 


Medihaler 


Means self-powered, uniform, 
measured-dose inhalation ther- 
apy... made possible by specially 
designed metered-dose valve... 


Medihaler Medihaler 


Means true nebulization. Each Mh 

measured dose provides 80 per Medication and Adapter fit into neat 
cent of its particles in the opti- vy, | plastic case, convenient for pocket 
mal size range—0.5 to 4 microns “i, or purse... 


radius—insuring effective pene- 
tration of the respiratory tract. 


Medihaler 


Means an unbreakable Oral 
Adapter—no movable parts— 
no glass to break—no rubber 
to deteriorate... 


Medihaler 


Means greater economy—no 
costly glass nebulizers to re- 
place, and one or two inhalations 
usually suffices for prompt relief. 


In Asthma 


For Rapid Relief of Acute or Continuing Bronchospasm 


Medihaler-Epi’ Medihaler-Iso" 


Riker brand of epinephrine 0.5% solu- 
tion in inert, nontoxic aerosol vehicle. 
Each ejection delivers 0.125 mg. epine- 
phrine. In 10 cc. vial with metered- 
dose valve, sufficient for 200 inhalations. 


Medihaler-Epi replaces injected epine- 
phrine in emergency situations in which 
respirations have not ceased. It provides 
rapid relief in acute food, drug, or pollen 
reactions (including urticaria, broncho- 


» angioneurotic edema, edema of 


spasm. 
glottis, etc.). In most instances only 
one inhalation is necessary. 


Riker brand of isoproterenol HCl 
0.25% solution in inert, nontoxic aero- 
sol vehicle. Each ejection delivers 0.06 
mg. isoproterenol. In 10 cc. vial with 
metered-dose valve, sufficient for 200 
inhalations. 

Note: First prescription for Medihaler medi- 


cations should include the desired medication 
and Medihaler Oral Adapter. 
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PHYSICIANS’ ACTIVITIES 


Dr. J. P. Berger represented the Sedgwick County 
Medical Society on a Wichita Chamber of Commerce 


industrial tour to the east. 


Dr. J. Gordon Claypool has returned to his 
practice in Howard after having completed a resi- 
dency in internal medicine at the University of 
Pennsylvania and a year’s additional work in medi- 
cine at the University of Kansas Medical Center. 


A feature story about Dr. Charles Pokorny, Hal- 
stead, was published in the Newton Kansan recently. 
The story concerned Dr. Pokorny’s hobby of raising 
orchids. 


Dr. Winstan L. Anderson, Atchison, was re- 
cently elected president of the Atchison Chamber 


of Commerce. 


The Arkansas City Chamber of Commerce has 
named Dr. William G. Weston chairman of its 
Arkalalah Committee. The committee plans a city 
festival for October of each year. 


Dr. Russell A. Nelson, Wichita, was recently 
named president of the Wichita Exchange Club. 


A scientific paper, “Ascites,” by Dr. Mahlon 
Delp, of the University of Kansas Medical Center, 
was published in the December issue of Arizona 
Medicine. 


Dr. Marita Scimeca, formerly of Kiowa, is now 
practicing in Atchison. Her husband, Dr. S. A. 
Scimeca, a dentist, began practice in Atchison last 
fall. 


A Marysville physician, Dr. Ralph J. Warren, 
who has been associated with Dr. H. H. Haerle, 
has been called into military service. He is to report 
for duty at San Antonio on February 28. 


Dr. Leslie H. Cobb, Mulvane, announces that 
Dr. Eugene Winchester, now a member of the staff 


at St. Joseph Hospital, Wichita, will be associated 
with him in practice after July 1. Dr. Cobb is a 
graduate of Creighton University School of Medi- 
cine. 


Dr. Jack T. Peterson, who was recently released 
from active duty at the Fort Riley Station Hospital, 
is now practicing in Junction City in association with 
Doctors Carr and Smiley. Dr. Peterson, after his 
graduation from the University of Kansas School 
of Medicine, had two and one-half years of prac- 
tice before serving a surgical residency and entering 
the service. 


An office in Hutchinson has been opened by a 
husband and wife team of physicians, Dr. Marion 
M. Sumner and Dr. Joyce Sumner, both of whom 
are graduates of the University of Kansas School of 
Medicine. Dr. Marion Sumner will engage in gen- 
eral practice, and his wife will specialize in anes- 
thesiology. 


Dr. Marion A. Throckmorton, Wichita, spoke 
on ‘The Kidney, the Key to Evolution,” at a recent 
meeting of the Sedgwick County Medical Assist- 
ants’ Society. 


The treatment of dental patients who have heart 
conditions was discussed by Dr. Ernest W. Crow, 


DEATH NOTICES 


Oscar L. M.D. 


Dr. O. L. Erickson, 68, a member of the 
Shawnee County Medical Society, died at a 
Topeka hospital on January 4 after an ex- 
tended illness. A native Topekan, he had 
practiced there since his graduation from Kan- 
sas Medical College in 1912. During World 
War I he served with the Army Medical Corps 
in France. 


Harvey EL1jAH VAN Noy, M.D. 


Dr. H. E. Van Noy, 76, who had practiced 
in Lawrence since 1928, died at his home 
there on January 13. A graduate of Ensworth 
Medical College in 1907, Dr. Van Noy prac- 
ticed first in Linwood. He was an honorary 
member of the Douglas County Medical So- 


ciety. 
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OLEANDOMYCIN TETRACYCLINE 


added certainty 
in treatment 
of respiratory 
infections 


new multi-spectrum synergistically strengthened antibiotic formulation 

SIGMAMYCIN adds certainty in antibiotic therapy, particularly for the 90% of patients 
treated at home or in the office where sensitivity testing may not be practical, and provides: 
a new maximum in therapeutic effectiveness, a new maximum in protection against resist- 
ance, a new maximum in safety and toleration. 

Supply: Capsules, 250 mg. (oleandomycin 83 mg., tetracycline 167 mg.). Bottles of 16 
and 100. 

... and for a new maximum in palatability 

New mint-flavored Sigmamycin for Oral Suspension, 1.5 Gm. in 2 oz. bottle; each 5 cc. tea- 
spoonful contains 125 mg. (oleandomycin 42 mg., tetracycline 83 mg.). "Trademark 


Pfizer) Prizer LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
Boe World leader in antibiotic development and production 


Sig 


,.effective...in the treatment of 
a variety of infections seen regu- 
larly by the practicing clinician...” 
including pharyngitis, bronchitis and 
other respiratory infections 

and “... often useful in the treat- 
ment of infections due to staphylo- 
cocci resistant to one or several of 
the regularly used antibiotics” 
“side effects .. . [are] notable by 
their absence” * 


1, Carter, C. H., and Maley, M. C.: Antibi- 
otics Annual 1956-1957, New York, Medical 
Encyclopedia, Inc., 1957, p. 51. 
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Wichita, at a meeting of the Wichita Dental Society 
on January 14. 


Plans to open an office in Garden City on March 
1 have been announced by Dr. Robert M. Fenton, 
who has been practicing in Greensburg since July, 
1955. 


Dr. Alexander R. Chalian is now practicing 
anesthesiology in Topeka in association with Doctors 
Floyd C. Taggart, W. O. Martin, and Joseph E. 
Gootee. He is a veteran of service with the Army 
and had been practicing in California before com- 
ing to Kansas. 


Dr. John L. Lattimore, Topeka, spoke on ‘‘Func- 
tions of the Coroner's Office” at a course on law 
enforcement at the University of Missouri, Colum- 
bia, in January. 


Cancer Conference in March 


Arrangements are now being completed for the 
Ninth Annual Mid-West Cancer Conference to be 
held at Wichita on Thursday and Friday, March 7 
and 8. Taking part in the program will be Dr. Vin- 
cent P. Collins, Houston; Dr. Wilhelm C. Hueper, 
Bethesda; Dr. John H. Lawrence, Berkeley: Dr. 
Walter T. Murphy, Buffalo; Dr. Joseph H. Pratt, 
Rochester, Minnesota; Dr. Lee Stoddard, Augusta, 
Georgia; Dr. Grantley W. Taylor, Boston, and Dr. 
John M. Waugh, Rochester, Minnesota. 

Biographical sketches of six of the speakers were 
published in the January issue of the JOURNAL. Addi- 
tional information is now available. 

Dr. Stoddard will speak on pathological subjects. 
He is professor of pathology at the Medical College 
of Georgia, a diplomate of the American Board of 
Pathology, and a member of the American Associa- 
tion of Pathologists and Bacteriologists. 

Dr. Joseph H. Pratt, a gynecologist, has been head 
of a surgical section at the Mayo Clinic since 1945. 
He is also an assistant professor of surgery in the 
graduate school of the Mayo Foundation, Univer- 
sity of Minnesota. He is a fellow of the American 
College of Surgeons and a member of the Central 
Association of Obstetricians and Gynecologists. 

The following program will be presented: 


THURSDAY MORNING 


Surgical Aspects of Carcinoma of the Pancreas and 
Ampulla of Vater—Dr. Waugh 

Surgical Aspects of Carcinoma of the Breast—Dr. 
Taylor 


Proton Irradiation of the Pituitary Gland in Car- 
cinoma of the Breast—Dr. Lawrence 
Radiation Therapy of Carcinoma of the Breast—Dr. 
Collins 
THURSDAY AFTERNOON 


Indications and Results of the Pull-Through Opera- 
tion for Carcinoma of the Rectum—Dr. Waugh 

Use of Isotopes in Cancer—Dr. Lawrence 

Malignant Melanomas—Dr. Taylor 

Growth of Human Tumors—Dr. Collins 


FRIDAY MORNING 


Radiation Therapy of Cancer of the Cervix—Dr. 
Murphy 

Newer Developments in Occupational and Environ- 
mental Carcinoma—Dr. Hueper 

Carcinoma of the Human Uterine Cervix—Dr. Stod- 
dard 

Consumer Goods and Cancer Hazards—Dr. Hueper 


FRIDAY AFTERNOON 


Carcinoma of the Vulva—Dr. Pratt 

Radiation Aspects of Ovarian Cancer—Dr. Murphy 

A Pathologist’s Views on Treatment of Carcinoma 
in Situ of the Uterine Cervix—Dr. Stoddard 

Functional Malignancies of the Ovary—Dr. Pratt 


A luncheon session each day will feature a ques- 
tion and answer session. A man of note as an inspita- 
tional speaker, Dr. Samuel S. Mayerberg, rabbi of 
the congregation B’Nai Jehudah, Kansas City, Mis- 
souri, will present the address at the banquet Thurs- 
day evening. He is active in many civic and cultural 
organizations and is serving on the board of direc- 
tors of the Conservatory of Music in Kansas City, 
United Jewish Social Services, American Cancer So- 
ciety, the Starlight Theater Association, and the Kan- 
sas City Safety Council. He has also taught courses 
on Old Testament literature and Hebrew history at 
the University of Kansas. 


It should be remembered that the Social Security 
contribution is a tax, not an insurance premium. It is 
not even a “special” tax in any meaningful sense. 
What goes into the Social Security ‘trust fund” is a 
government bond. The money is paid into the general 
fund of the United States Treasury, and is spent for 
any purpose the government spenders see fit. 

The bond amounts to an 1.0.U. from the govern- 
ment, and when it comes time to pay the pensioners 
Uncle Sam will have to levy new taxes to pay the face 
amount. If that is not embezzlement, the difference 
is not very great.—Omaha World-Herald, August 23, 
1955. 
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relaxes 
oth mind 
and 


Jor the average 
muscle patient in 
everyday practice 
@ well suited for prolonged therapy 


@ well tolerated, nonaddictive, essentially nontoxic 
@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome 
or nasal stuffiness 
@ chemically unrelated to chlorpromazine or reserpine 
@ does not produce significant depression 
@ orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Tranquilizer with muscle-relaxant action 


DISCOVERED AND INTRODUCED 

BY WALLACE LABORATORIES, New Brunswick, 
2-methyl-2-n-propyl-1 ,8-propanediol dicarbamate—U.S. Patent 2,724,720 

M } SUPPLIED: 400 mg. scored tablets. Usual dose: 1 o 2 tablets t.i.d. 

fm Literature and Samples Available on Request 


GM-3706-R2 


THE MILTOWN MOLECULE 
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COUNTY SOCIETIES 


The following officers of the Bourbon County So- 
ciety were elected at a meeting held at Fort Scott 
recently: president, Dr. Jesse R. Pritchard ; vice-presi- 
dent, Dr. John Aldis, and secretary, Dr. James J. 
Basham. 


Dr. Donald B. Effler, of the Cleveland Clinic, 
Cleveland, was guest speaker at a meeting of the 
Sedgwick County Society held at Wichita on Janu- 
ary 8. His subject was ‘Esophageal Hiatus-Hernia.” 


Members of the Saline County Society were hosts 
to members of the Golden Belt Medical Society at 
a meeting held at Holiday Inn Motel, Salina, on 
January 10. Dr. J. Walker Butin, Wichita, spoke on 
“Post-Gastrectomy Dumping Syndrome,” and Dr. 
David M. Gibson, Kansas City, Missouri, presented 
a Clinicopathological conference. 


Dr. Francis J. Nash was named president of the 
Wyandotte County Society at a meeting held at Kan- 
sas City in December. Dr. Matthew R. Fitzpatrick 
was elected vice-president, Dr. William F. Roth, J. 
secretary, and Dr. Wray Enders, treasurer. 

At the January meeting of the group Dr. E. W. J. 
Pearce presented a paper, “Complication of Trans- 
verse Lie in Obstetrics.” 


Members of the Miami County Society, at a meet- 
ing held in December, chose Dr. William O. Appen- 
feller, Osawatomie, to serve as their president for 
1957. Dr. Rex C. Stanley, Paola, was named vice- 
president, and Dr. Melvin Masterson, Louisburg, was 
elected secretary-treasurer. 


Dr. Lloyd W. Reynolds, Hays, spoke on develop- 
ments in the Blue Shield program at a meeting of the 
Central Kansas Medical Society in Hays recently. 
Dr. William J. Spanos, of the University of Kansas 
Medical Center, discussed ““Toxemias of Pregnancy 
with New Therapy and Management Trends.” A 
the business session the following officers were 
elected: president, Dr. Frank A. Dlabal, Wilson; 
vice-president, Dr. Rex C. Belisle, Hays; secretary- 
treasurer, Dr. Wendale E. McAllaster, Russell. 


Members of the Shawnee County Society voted two 
assessments for 1957 at a meeting held at Topeka 


on January 7. The sum of $5.00 will be contributed 
by each for sponsorship of a science fair, and $15 
from each active member will be donated to the 
American Medical Education Foundation, with half 
that amount contributed by members in other cate- 
gories. The society again voted approval of a plan 
for tuberculin testing of all school children in the 
county, a project scheduled for completion in a 
three to five-year period. 

The scientific program consisted of four case re- 
ports on different conditions: endometriosis, pre- 
sented by Dr. Robert E. Pfuetze and discussed by 
Dr. Frank Smith; malignant hypertension and hemor- 
rhagic pancreatitis, presented by Dr. Nathaniel Uhr 
and discussed by Mr. William S. Simpson; mal- 
occlusion, presented by Dr. Earl E. Welch (D.D.S.) 
and discussed by Dr. Roberto Moulun; thorazine 
dermatosis, presented by Dr. Hubert L. Harris and 
discussed by Dr. Robert K. Jones. 


Dr. Frank K. Bosse took office as president of the 
Atchison County Society at a meeting held in Atchi- 
son early in January. Dr. Ira R. Morrison is the new 
vice-president, Dr. Charles H. Young is secretary, 


“and Dr. Wayne O. Wallace is a delegate to the 


state meeting. Serving as alternate is Dr. Arthur 
Whitaker, and on the board of censors are Dr. Win- 
stan L. Anderson, Dr. Bosse, and Dr. Morrison. 


Obstetrical Society Meeting 


A meeting of the Kansas State Obstetrical Society 
will be held at the Country Club in Junction City 
on Thursday, March 14, beginning at three o'clock. 
The program will include two presentations by Dr. 
Robert B. Wilson of the Mayo Clinic: (1) a sound 
movie on cesarean section with a discussion of tech- 
nique and (2) observations on endocrine problems 
in obstetrics and gynecology. A refreshment hour 
and dinner will follow the program. 

The Kansas State Obstetrical Society will also 
hold a meeting at the time of the annual session of 
the Kansas Medical Society in Wichita in May. De- 
tails of that session will be announced later. 


More than 6,000 foreign physicians are in the 
United States this year to complete their professional 
training as interns or residents. Approximately 1,700 
Americans are studying at foreign medical schools. 


In 1955, 37,800 Americans were killed in traffic 
accidents. 
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(HYDROCORTISONE-BACITRACIN-TYROTHRICIN- 
NEOMYCIN-BENZOCAINE TROCHES) 

Adult or juvenile, your patients with sore throats 
will welcome a course of HYDROZETS. These 
newest Merck Sharp & Dohme troches offer anti- 
inflammatory, anti-infective and analgesic proper- 
ties that promptly alleviate distressing mouth or 
throat irritation whether caused by infection, 
mechanical injury or allergic reaction. And 
HYDROZETS taste so good, it’s hard to believe 
they’re medicine. 

Formula: Each HYDROZETS Troche contains— 
2.5 mg. ‘HYDROCORTONE’ to reduce pain, heat 
and swelling; 50 units Zinc Bacitracin, 1 mg. 
Tyrothricin and 5 mg. Neomycin Sulfate to com- 
bat gram-positive and gram-negative bacteria; and 
5 mg. Benzocaine for rapid soothing analgesia. 
Other indications: As adjunct therapy in aphthous 
ulcers, acute and chronic gingivitis and Vincent’s 


infection. 


Supplied: Vials of 12 troches 
MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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THE MONTH IN 
WASHINGTON 


Editor’s Note. The following summary of Wash- 
ington news was prepared by the Washington office 
of the A.M.A. for distribution to state and regional 
medical journals. 


The broad issue of federal construction grants 
for medical schools pending before the 85th Con- 
gress raises again a major question: To what extent 
is there a physician shortage in the United States? 

The administration, through Secretary Folsom, 
maintains that the need for more doctors and re- 
search scientists is increasing rapidly as the popula- 
tion rises, as medical science grows more complex, 
and as research programs are greatly expanded. And, 
he adds, the need undoubtedly will continue to in- 
crease in the years ahead. 

Many of these schools already are in a critical 
financial plight, Mr. Folsom argues, and they need 
increased private and public funds “just to meet 
regular operating expenses.” Under these circum- 
stances, without further aid, ‘many schools face 
almost impossible obstacles in raising funds for con- 
struction of new classrooms, laboratories, and other 
facilities.” He then sounds this warning: 

“Unless effective action is taken now toward pro- 
viding these facilities, the shortage of medical scien- 
tists will grow much more acute in the years ahead, 
and the health of the American people will be 
retarded.” 

To solve this problem, the administration wants 
to broaden the program enacted last year for $30 
million a year for three years to help build and 
equip laboratories doing research in various diseases. 
It asked the last Congress for $50 million a year for 
five years for both research laboratories and teaching 
facilities. The legislators granted only the $30-mil- 
lion-a-year part. That, says the administration, is not 
enough. 

And to bolster that contention, Mr. Folsom cites 
the record on the laboratory facilities act: within 
three months after authorization, requests totalling 
well over $100 million were received by the Public 
Health Service. 

But when the committees of Congress—in all like- 
lihood starting with the House Interstate and For- 
eign Commerce group—launch their hearings, mem- 
bers will want to know just how short the country is 
of doctors and whether reports of shortages take 
into account the increased productivity of each physi- 
cian in the light of new techniques and other med- 
ical advances. 


On the opening day of the 85th Congress, health 
legislation emerges as a popular subject. Of the 
approximately 2,000 bills, resolutions, and private 
measures introduced that day, 70 were marked for 
study by the Washington Office of the American 
Medical Association. Experience has shown that 
about 3 per cent of all measures are of medical im- 
portance. 

Many of the bills were duplicates of those in the 
last Congress, while others were revised versions 
of old favorites. In the latter category were the Jen- 
kins-Keogh bills (again bearing the numbers H. R. 9 
and H. R. 10) which would provide tax deferment 
on money paid in annuity plans, and the Bricker 
Amendment for keeping international treaties from 
affecting internal laws of the U. S. 

The tax deferment proposal was changed in sev- 
eral respects, the most important being a provision 
for withdrawal of money from plans in advance 
of age 65, upon payment of a tax penalty. The key 
section in the proposed constitutional amendment 
sponsored by the Ohio Senator states that “A pro- 
vision of a treaty or other international agreement 
not made in pursuance of this Constitution shall have 
no force or effect.” 

One of the few surprises in the opening day rush 
to the bill hoppers was a bill by Rep. Poage (D., 
Tex.) to authorize the secretary of HEW to make 
long-term, 3 per cent-interest loans to non-profit 
hospitals for construction and expansion of facilities, 
including nurses homes. Certain sectarian groups 
have been pressing for just such a plan in lieu of 
taking federal grant money under the Hill-Burton 
program. 


Moving to fill two major spots in the Department 
of HEW, President Eisenhower has named as assist- 
ant secretary 36-year-old Elliott L. Richardson, a 
Boston lawyer and son of the late Dr. Edward P. 
Richardson of Massachusetts General Hospital and 
Harvard Medical School. Mr. Richardson served at 
one time as law clerk to Judge Learned Hand and 
Justice Felix Frankfurter, as assistant to Senator Sal- 
tonstall, and as consultant to former Governor Chris- 
tian Herter, now Under-Secretary of State. 

To succeed Dr. Lowell T. Coggeshall as special as- 
sistant for health and medical affairs, the President 
appointed Dr. Aims C. McGuinness, a Philadelphia 
pediatrician who was last in Washington as a clin- 
ical consultant to the United Mine Workers Welfare 
and Retirement Fund. He was responsible for the 
medical staffing of the fund’s 10 memorial hos- 
pitals in three mining states. Dr. McGuinness was 
dean of the University of Pennsylvania Graduate 
School of Medicine and one-time director of Chil- 
dren’s Hospital of Philadelphia. 
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In one investigation, 75 adult patients with bacterial pneumonia 
were treated with erythromycin. In his summary, the clinician re- 
ported: “It is concluded that erythromycin is highly effective in the 
treatment of pneumonia due to gram-positive bacteria.’ 
This, of course, is only one of many reports showing the effective- 
ness of ERYTHROCIN against coccic infections. You'll get the same 


good results (nearly 100% in common, bacterial res- bfott 
piratory infections) when you prescribe ERYTHROCIN. 


Eryt 


hrocin 


(Erythromycin, Abbott) 


STEARATE 


After a study of 171 patients treated with erythromycin, the investi- 
gator wrote: “‘No serious side effects occurred with prolonged therapy 
or with doses up to 8 Gm. per day in the severe infections.’”! 
Actually, ERYTHROCIN stands on a remarkable record of safety. 
After four years, there’s not a single report of a severe or fatal reac- 
tion attributable to erythromycin. In addition, you’ll fird allergic 
manifestations rarely occur. Filmtab ERYTHROCIN 
Stearate (100 and 250 mg.), in bottles of 25 and 100. ObGctt 


® Filmtab—Film-Sealed tablets, Abbott; pat. applied for. 


1, Romansky, M.J., et al., Antibiotics Annual 1955-1956, p. 48, 


2. Waddington, W. S., Maple, F. C., and Kirby, W. M. M. 
A.M.A. Archives of Internal Medicine, 1954, p. 5 , 
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Mucoviscidosis 


A Study of Its Clinical Features and a Review of 51 Cases 


CHARLES F. ORTHWEIN, M.D., Kansas City 


Since its original description by Andersen! in 
1938, mucoviscidosis (fibrocystic disease of the pan- 
creas) has become an important entity in pediatrics. 
The name “mucoviscidosis” was introduced by Far- 
ber? in 1945, since it was found that pancreatic in- 
sufficiency is only one feature and that the disease 
actually involves many systems. Because of certain 
clinical manifestations of the disease, this term is 
considered objectionable by some authorities.3-4 
Mucoviscidosis will be the term used in this paper, 


however, because a better term is as yet unknown 


to the author. 

Regardless of terminology, the disease is a sys- 
temic one of childhood with a variety of clinical 
appearances, which depend on the time the lesions 
manifest themselves and on the organs affected. I 
will attempt in this paper to discuss the clinical 
features of the disease as seen in 51 cases at the 
University of Kansas Medical Center and will not 
touch on its etiology, pathology, diagnosis, or treat- 
ment. 

Mucoviscidosis is no longer considered a rarity 
to be discussed oniy by the pediatric pathologist; 
wide interest is now being shown by all pediatric 
clinicians. No exact data are available from which 
to estimate the true incidence of the disease in the 
general population. Andersen® found the incidence 
to be 3 per cent of autopsies in infants and children 
at Babies Hospital in New York City. She estimated 
from this figure an incidence of 1.7 per 1,000 live 
births. 

Accumulated experiences from the literature in- 
dicate that the disease occurs equally in both sexes, 
in all economic and social classes, in many racial 
groups, over wide geographic areas in a variety of 
climates, and in individuals enjoying diverse nutti- 
tional habits. In our clinic, as will be discussed later, 
we have been impressed with the higher incidence 
in the white than in the Negro population. Holt and 
McIntosh® reported that in affected families ap- 
proximately one-fourth of the siblings will exhibit 
the disease. The evidence suggests a Mendelian re- 
cessive trait, with variations in expression perhaps 


This is one of 11 theses, written by fourth year students 
at the University of Kansas School of Medicine, selected for 
grag by the Editorial Board from a group judged to 

the best by the faculty at the school. Dr. Orthwein is 
now serving his internship at the University of Kansas Med- 
ical Center. 


due to environmental factors. Increased awareness 
of this disease, growing interest in it, and advances 
made in newer diagnostic procedures have been the 
chief factors responsible for the striking increase in 
recognizable cases during recent years. 


Clinical Features 


Andersen! in 1938 proposed a clinical classifica- 
tion of the disease in which she divided the pa- 
tients into the following groups: 

Group I: Meconium ileus 

Group II: Cases with early onset of respiratory 

infection 

(A) Small group: continuous or in- 
termittent diarrhea in neonatal 
period 

(B) Most patients: failure to gain on 
adequate diet; large, foul, formed 
stools and chronic respiratory in- 
fection 

Group III. Cases with late onset, especially pre- 

senting as celiac disease. 

The simplicity of this classification is apparent, 
and because of its simplicity its usefulness in under- 
standing the variety of clinical appearances that this 
disease may present is limited. The clinical separa- 
tion of distinct groups that these patients may fall 
into is difficult because of the wide range of clinical 
manifestations and the varying course of the dis- 
ease. The extreme variations in the picture depend 
upon the age of onset, organ or organs involved, 
degree or severity of involvement, rate of progres- 
sion of the lesion, and the modification brought 
about by treatment. The majority of patients appear 
with the commonest manifestations: weight loss, ab- 
normal stools, and chronic respiratory infection, but 
because so many patients may present varying clini- 
cal features it seems worthwhile to review the vari- 
ous manifestations of the disease. 


Case Studies 


With the summary of clinical features in mind, 
an intensive study was undertaken of the records 
of 51 proved cases of mucoviscidosis observed at 
the University of Kansas Medical Center. Many of 
these patients were referred to this hospital for 
confirmation of the clinical impression of mucovisci- 
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TABLE 1 
SUMMARY OF CLINICAL FEATURES.* 


1. Family incidence 
2. Meconium ileus 
3. Nutritional 
a) Failure to regain birth weight in usual time 
b) Abnormal stools: foul, large, frequent, poorly 
formed 
c) Malnutrition 
d) Abdominal distention 
e) Retarded physical growth and development 
f) Rectal prolapse 
g) Jaundice 
h) Vitamin deficiency 
i) Vomiting episodes 
j) Abdominal pain 
4. Pulmonary 
a) Early onset, often before 6 months 
b) Persistent cough, at first mild, at times paroxys- 
mal 
c) Wheezing respirations, suggesting asthma 
d) Recurrent infections, bronchopneumonia 
e) Increased A-P diameter of chest 
f) Reduced exercise tolerance 
g) Clubbing 
h) Cyanosis 
i) Hoarse voice 
k) Low grade or no fever, leukocytosis frequent 
1) Early physical examination of chest may be 
negative, though x-ray may show emphysema 
and atelectasis 
m) Bronchiectasis 
n) Right-sided cardiac hypertrophy 
0) Respiratory acidosis 
. Diminished drooling in infancy 
. Excessive sweating 
. Immediate response to therapy often dramatic 
. Bleeding episodes 
. Cirrhosis 
. Intestinal obstruction 
. Delayed onset of menses 


* Modified from Shwachman, H.; Leubner, H., and 
Catzel, P.: Mucoviscidosis. In: Levine, §., Advances in 
Pediatrics, Year Book Publishers, 7, 1955, pp. 261. 


dosis. Some were diagnosed as having mucovisci- 
dosis prior to their observation here. Many were 
diagnosed during a short observation, and follow- 
up studies are not available. Quite a number were 
diagnosed and observed, and their courses were 
noted until the time of their demise. In the majority 
of such patients autopsy records are available. 

All of these 51 proved cases of mucoviscidosis 
presented variations in the disease picture, and it 
was because of these varying features that the study 
was undertaken. Any clinical finding of the disease 
in any given patient at any time during that pa- 


tient’s observation was noted. The range of clinical 
manifestations is emphasized by a list of some of 
the hospital admission diagnoses of patients later 
shown to have mucoviscidosis. 


TABLE 2 


ADMISSION DIAGNOSES OF PROVED CASES 
OF MUCOVISCIDOSIS. 


Congenital Pulmonary 


Congenital heart disease Bronchiectasis 
Congenital cystic disease Asthma 


of the lung Bronchopneumonia, acute 

Miscellaneous Bronchopneumonia, 

Neurotic traits chronic 

Cirrhosis of liver Upper respiratory 

Ascites infection 

Jaundice, idiopathic Chronic respiratory 

Dehydration infection 

Pansinusitis Bronchitis, acute 


Sinusitis Bronchitis, chronic 
Acute tonsillitis Atelectasis 

Mental retardation Undiagnosed disease of 
Non-thrombocytopenic respiratory system 


purpura Pharyngitis 
Bacteremia Bronchiolitis, acute 
(staphylococcus ) Emphysema 


Maternal anxiety Nutritional 
Microcytic hypochromic Celiac disease, idiopathic 


anemia Malnutrition 
Otitis media Prolapse of rectum 
Shock Pancreatic infantilism 


Hypocholemia Celiac syndrome 
Streptococcal sore throat Idiopathic steatorrhea 
Convulsive disorder, Milk allergy 

etiology unknown Diarrhea, idiopathic 
Low salt syndrome 


Discussion 

It was remarked earlier in this paper that muco- 
viscidosis is considered a hereditary disease, gov- 
erned apparently by a recessive Mendelian trait with 
some variations in expression which are poorly 
understood. Holt and McIntosh® report that in af- 
fected families about 22 per cent of the siblings 
exhibit the disease. Kagan* reports that the usual 
expectancy is one of four from a family. McDonald’ 
and others seem to be in agreement with this inci- 
dence. In our series of cases, 18 per cent of the pa- 
tients gave a history of some other member of their 
family being similarly affected. 

In this series there appears to be no seasonal dis- 
tribution; cases occurred regularly throughout the 
year. Cases were distributed fairly equally between 
the two sexes with a few more female cases (30 of 
51) than male (21 of 51). 
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Mucoviscidosis is said to be more prevalent among 
the white than among the colored population. Zuel- 
zer and Newton® reported three colored patients in 
their series of 36 cases from an institution where 
approximately 50 per cent of the patients are colored. 
There is only one colored patient among the cases 
studied in this series from the University of Kansas 
Medical Center, and approximately 50 per cent of 
the pediatric patients are colored. This would sup- 
port the idea of higher incidence among the white. 

It is well recognized by most authorities!,3.4,9% 10 
that the commonest manifestations of the disease 
occur in infancy as a result of lung and pancreatic 
lesions. The onset of these lesions and the symptoms 
produced by these lesions differ from patient to 
patient, as seen in this series. If the pancreatic lesion 
occurs during the latter part of intrauterine life, 
the result is an inspissated meconium which may 
cause intestinal obstruction shortly after birth. Me- 
conium ileus is the term used to refer to this type 
of intestinal obstruction, which usually occurs in 
the terminal ileum of the newborn. 

Thomsen and Vesterdal!! pointed out in their 
paper that a connection between meconium ileus 
and pancreatic fibrosis was stated as early as 1905 
by Landsteiner. In 1938 Andersen! reported that 
meconium ileus is merely an early manifestation 
of pancreatic fibrosis. The clinical picture of a new- 
born with meconium ileus consists of a history of 
vomiting, failure to pass meconium, and distention 
of the abdomen. The diagnosis may be aided by 
the palpation of a mass in the right lower quadrant 
and the presence of a characteristic roentgenological 
picture. 

According to Holt and MclIntosh® it may be as- 
sumed that the patient with meconium ileus will 
develop fibrocystic disease, since all reported sur- 
vivors so far have done so. The incidence of me- 
conium ileus in relation to other forms of muco- 
viscidosis varies from author to author. Zuelzer and 
Newton® reported five cases of meconium ileus 
among 36 cases in their series. Shwachman, Leub- 
ner, and Catzel!® found one case of meconium ileus 
in every nine cases of mucoviscidosis. In our series 
there were only two cases of meconium ileus, which 
seems to be a low incidence compared with those 
of other authors. Meconium ileus is generally con- 
sidered as the most severe form of mucoviscidosis 
because of the high mortality associated with it. 

Considerable attention has been given to the 
age incidence of this disease. Little time will be 
spent here on this aspect of the disease because of 
the lack of sufficient follow-up data on the majority 
of these patients. In general, however, the largest 
number of patients in most series are under five 


years, with a rare patient surviving to age ten years 
or more. In a report by Kagan* the average death 
age was 13 months between 1940 and 1948, and 
the average death was at 45 months between 1949 
and 1953. Shwachman, Leubner and Catzel!® re- 
ported a well authenticated case of a patient who 
lived until the age of 221 years. One patient in 
this series was known to have lived until the age 
of 1314 years. 

The pancreas is often affected at birth, but the 
loss of exocrine secreting ability by this organ may 
be gradual in onset. Those patients with a gradual 
onset of pancreatic insufficiency develop nutritional 
symptoms insidiously. The child is often considered 
normal at birth but fails to gain weight during 
the early weeks of life. There can be three to five 
stools a day which are considered normal. The first 
foul odor to the stools is often noticed with the 
addition of solid foods to the diet. Appetite in 
these patients may be excellent or even voracious. 
The stools may take on enough abnormality in the 
form of excessive size, foulness of odor, poor for- 
mation, or frequency to cause some concern by the 
parents. If the concern becomes great enough, then 
the parents may bring it to the attention of the 
pediatrician. 

With this symptomatology to focus upon and an 
adequate history, the pediatrician should consider 
mucoviscidosis in his effort to find the cause of 
these abnormal! stools. With such insidious develop- 
ment of the manifestations of the disease, the proper 
diagnosis may be delayed. Tests for mucoviscidosis 
have centered primarily upon the evaluation of pan- 
creatic function. These studies are usually of value 
because the pancreas is affected in most cases, even 
in early infancy. The problem obviously becomes 
more difficult in cases where the pancreas func- 
tions adequately at birth and for a number of 
months, or even years, thereafter. 

When the pancreatic insufficiency becomes pro- 
nounced enough, or if intestinal involvement oc- 
curs, a steatorrhea ensues. When the pancreatic 
manifestations become intense, digestive processes 
are handicapped, and retarded physical growth and 
malnutrition occur. These may be so pronounced 
that muscular wasting may be observed, particularly 
in the buttocks. These manifestations of pancreatic 
or alimentary involvement have been thoroughly 
described by such authorities as Andersen,! Farber,? 
Shwachman,!2 and others. Abdominal distention, 
commonly present in this disease, was seen in quite 
a large share of the patients reviewed in this series 
(43 of 50). 

Shwachman?? states that rectal prolapse will be 
observed in 5 per cent of these patients at one time 
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or another. McIntosh,!* in his review of 23 pa- 
tients who had reached the age of ten years or 
more, reported that approximately 25 per cent of 
patients showed a history of rectal prolapse at some 
time in the past. In our series of cases, a history of 
rectal prolapse was found in 9 of 51. Occasionally 
a patient with undiagnosed mucoviscidosis will pre- 
sent himself with a chief complaint of rectal pro- 
lapse as evidence of malnutrition. 

The age of onset of pancreatic, alimentary, or nu- 
tritional symptoms may vary greatly from patient 
to patient. Some patients with mucoviscidosis will 
have no nutritional manifestations of their disease, 
but they have other manifestations such as pulmo- 
nary involvement as their chief problem. Three of 
our 51 cases gave no history of pancreatic or nutri- 
tional symptomatology. Many of these patients had 
the onset of nutritional symptoms on the first day 
of life. One of these patients did not show such 
symptoms until the age of two years. The great 
majority (39 of 51) did show nutritional mani- 
festations in their first six months of life. 

Jaundice has been described as an occasional part 
of the clinical picture of mucoviscidosis. Gatzimos 
and Jowitt!* reported four cases of this disease with 
persistent jaundice as a predominant clinical sign. 
This is ordinarily an unusual sign of the disease. 
One case in this series did show rather persistent 
jaundice as a manifestation of her disease. 

It has long been known? that there is often a 
defective absorption of fat-soluble vitamins in these 
patients. Shwachman!? states that they show better 
absorption of the alcohol or aldehyde form of vita- 
min A than the acetate form. Osteoporosis has 
been described by many authors*.7)12,15 as a mani- 
festation of this disease, and this is probably be- 
cause of a deficiency of calcium salts. 

Vomiting without apparent cause has been de- 
scribed!® as a fairly common symptom of this dis- 
ease. This may be a prevalent symptom in summer 
months when children are likely to have episodes 
of low salt syndromes due to excessive loss of elec- 
trolytes in sweat.5.17,18 

McIntosh,'* in his review of 23 cases where pa- 
tients had reached the age of ten years or over, te- 
ported that approximately 25 per cent of these pa- 
tients show a history of abdominal pains with no 
relationship to eating at some time during their life. 
At times the complaint of abdominal pain may be 
severe enough to require hospitalization. One au- 
thor!® wonders whether ‘‘spasm,” the eating of diffi- 
cult-to-digest food with impaction, intermittent 
intussusception, or volvulus may cause these acute 
episodes. Failure of the pancreas to secrete an alka- 
line fluid renders the duodenal environment more 
acid, a condition which may be responsible for some 


of the vague abdominal complaints occasionally en- 
countered. 

Many of the pulmonary manifestations of this 
disease were described by Andersen! in her original 
article in 1938. The onset of these symptoms varies, 
as do the nutritional symptoms, from patient to 
patient. The onset is usually early, but this does not 
necessarily follow in all cases. The lungs are very 
rarely affected at birth. The degree and progression 
of the pulmonary process determine, to a large ex- 
tent, the course and prognosis of the illness. 

Three of the 51 cases in this series showed pul- 
monaty manifestations without the coexistence of 
nutritional symptoms. The majority of the patients 
showed nutritional symptomatology prior to te- 
spiratory symptomatology, but nine of the 51 cases 
showed the reverse. Four showed simultaneous ap- 
pearance of both respiratory and alimentary tract 
symptoms. The earliest date of onset of respiratory 
symptoms was at age seven days; the latest date of 
onset was at age four years. Shwachman, Leubner, 
and Catzel!® reported that 80 to 90 per cent have 
pulmonary symptoms during the first year of life. 
Thirty-six in this series had the onset of pulmonary 
symptoms prior to age six months, and an addi- 
tional six patients had the onset between the ages 
of six to twelve months. 

The usual history is that the patient develops 
a cold between the ages of one and six months, 
after which a hacking cough persists. It may be 
paroxysmal, simulating pertussis, and accompanied 
by vomiting. Little is characteristic at this stage, 
although moderate leukocytosis and slight anemia 
may be present. A roentgenograph of the chest may 
show increased bronchovascular markings, but usu- 
ally little more. Sooner or later, however, chronic 
respiratory symptoms appear. In advanced cases 
there are invariably recurrent bouts of broncho- 
pneumonia, reduced exercise tolerance, bronchiectasis, 
digital clubbing, and even respiratory acidosis and 
catdiac complications of pulmonary hypertension. 
West and Di Sant’Agnese,!® in their study of pul- 
monary functions in patients with mucoviscidosis, 
found that the residual volume was increased and 
the ventilatory capacity impaired. Bronchial obstruc- 
tion, due to intraluminal factors not to be discussed 
in this paper, plays the chief role in the respiratory 
involvement of the patient with mucoviscidosis. 

McIntosh,!* in his review of 23 cases where the 
patients had reached the age of ten years or over, 
reported that all 23 cases developed some degree 
of pulmonary osteoarthropathy. Eight of the 51 
cases in this series showed such changes at some 
time during their observation. 

Chronic involvement of the paranasal sinuses is 
supposed to be sufficiently common to constitute a 
classical feature of mucoviscidosis.13 There was only 
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one patient in this series who presented himself 
with such a manifestaticn. 

Roentgenological findings on the chest x-rays of 
these patients have been described as being charac- 
teristic late in the disease.1! The x-ray picture varies 
from increased bronchovascular markings to exten- 
sive peribronchial infiltration and pneumonia. In- 
deed, the roentgenologist may suggest the diagnosis 
to the clinician from a chest x-ray prior to the 
clinician’s serious consideration of the disease. Chest 
x-fays were interpreted as being consistent with the 
clinical diagnosis of mucoviscidosis in 44 of the 
51 cases in this series. 

Shwachman, Leubner, and Catzel!® have remarked 
on the lack of drooling or “reduced” drooling in 
the same age group, referable to a defect in the 
secretion of the salivary glands. Di Sant’ Agnese. 
Darling, Perera, and Shea’® reported that the paro- 
tid secretory rate is abnormally high in patients with 
mucoviscidosis and that the sodium and chloride 
concentrations in mixed saliva are likewise elevated. 
Such changes in salivary secretions were not noted 
in the records of the patients in this series. 

Excessive sweating has long been considered as 
a manifestation of mucoviscidosis.'* History of such 
symptomatology was found in 16 of the cases in 
this series. Kagan* reported that during warm 
weather these patients secrete sweat with excess salt 
content. He reported one patient in whom this ex- 
cessive sweating so depleted the blood volume that 
renal failure resulted. Di Sant’Agnese, Darling, Pe- 
rera and Shea*-17-18 have found a considerable in- 
crease in sodium, chloride, and potassium secretion 
in the sweat of these individuals. They state further 
that the defect is in the sweat glands themselves 
and that the defect shows itself in the form of in- 
creased electrolyte secretion and not in the produc- 
tion of sweat. This relationship has recently been 
used to great advantage in the form of a diagnostic 
test for mucoviscidosis in patients in whom the lung 
is the main organ involved and in whom pancreatic 
function tests may prove unfruitful.? Because of the 
elevation in secretion of electrolytes in the sweat of 
these patients, they are particularly prone to epi- 
sodes of low salt syndromes in the hot summer 
months. 

Bleeding episodes have been described* as an 
occasional manifestation of mucoviscidosis. This is 
usually bleeding from the nose or rectum and occurs 
because of low vitamin K. The low vitamin K may 
be due to malabsorption of such from the gastro- 
intestinal tract because of the steatorrhea or the 
continuous use of antibiotic therapy and the inhibi- 
tion of bacterial formation of vitamin K. 

Another occasional manifestation of this disease 
is cirrhosis of the liver. Webster and Williams?° 


reported on five patients who developed an unusual 
type of hepatic cirrhosis. Steinbach, Crane, and 
Bruyn?? state that the liver frequently undergoes 
fatty metamorphosis. Cirrhosis of the liver with 
portal hypertension and hypersplenism has been re- 
ported.? McIntosh,’ in his review of 23 cases where 
the patients had reached the age of ten years or 
over, reported that 20 per cent developed some de- 
gree of liver involvement. It is considered by the 
majority of authorities as a late manifestation of 
the disease. 

Most patients with mucoviscidosis suffer from 
mal-digestion of long duration, and therefore it does 
not seem strange that they should show some evi- 
dence of fatty metamorphosis of the liver. The pro- 
tein dietary deficiency in these patients is considered 
to lead to an accumulation of fat in the liver as a 
result of the failure on the part of the cells of the 
hepatic parenchyma to discharge the function of 
phospholipid synthesis normally vested in them—a 
function to which certain amino acids of protein 
derivation are essential (choline and methionine) .24 

Twenty-four of the 51 patients in this series 
showed evidence of hepatomegaly on physical ex- 
amination. Autopsy on one case in the series re- 
vealed, among other changes, a far-advanced Laen- 
nec’s cirrhosis of the liver, esophageal varices, and 
hypersplenism. Autopsy on three cases showed ad- 
vanced fatty metamorphosis of the liver. 

Intestinal obstruction has been described as a late 
complication of mucoviscidosis by Fisher!® in a 
patient of 15 months of age. This rare complication 
may be due to (a) abnormal secretion produced by 
gastric and intestinal glands, (b) absence of pan- 
creatic enzymes as a result of disease, or (c) in- 
sufficient therapeutic dose of pancreatin. 

McIntosh,!* in his review of 23 cases where the 
patients had reached the age of ten years or over, 
stated that there seemed to be a tendency towards 
delayed onset of menses. Since the vast majority of 
these patients die far prior to the age for the onset 
of normal menses, this manifestation should be no 
more than mentioned. 


Summary 


This paper discusses the clinical features of muco- 
viscidosis from a review of 51 cases seen at the 
University of Kansas Medical Center. It is thought 
that the best hope for the future of these patients 
lies in the early recognition and diagnosis of the 
diesase with the prompt institution of an effective 
prophylaxis to impede its further progression. 
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Rheumatic Fever Research Started 


A clinical laboratory and research project on 
rheumatic fever and kindred diseases has been started 
at Providence Hospital, Kansas City, through a proj- 
ect jointly sponsored by the hospital and the Univer- 
sity of Kansas School of Medicine. Dr. Tom R. Ham- 
ilton, chairman of the Department of Medical Micro- 
biology at the University of Kansas Medical Center, 
will direct the program. He will also continue his 
work at the university and carry on his present re- 
search program supported by the American Heart 
Association and area heart associations. 

Assistants and consultants to Dr. Hamilton in the 
new program will be Dr. Alvar Werder in virology, 
Dr. Perry Morgan in immunochemistry, Dr. Thorkil 
Jensen in parasitology and mycology, and Dr. Lyle 
Von Riesen in bacteriology and antibiotics. 

Hospital funds for the program are derived from 
the Ford Foundation grant of 1955 and other gifts. 


ANNOUNCEMENTS 


Course in rheumatic diseases, University of Texas 
Postgraduate School of Medicine, Houston, February 
27-March 1. Tuition $40. Write Texas Medical Cen- 
ter, Houston 25, Texas. 


March 1 deadline for submitting applications to 
National Foundation for Infantile Paralysis for post- 
doctoral fellowships. Next deadline September 1. 
Write Division of Professional Education, 120 Broad- 
way, New York 5, New York. 


Regional meeting, American College of Gastro- 
enterology, Grand Rapids, Michigan, March 17. Pro- 
grams available from College, 33 West 60th Street, 
New York 23, New York. 


Medicolegal symposium sponsored by American 
Medical Association, Denver, March 22 and 23. Reg- 
istration $5.00. Send registrations to Law Depart- 
ment, A.M.A., 535 North Dearborn, Chicago 10, 
Illinois. 


Second Inter-American Medical Convention, Hotel 
El Panama, Panama City, April 3-5, under sponsor- 
ship of Medical Society of the Isthmian Canal Zone. 
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UNIVERSITY OF KANSAS SCHOOL OF MEDICINE 


Postgraduate Medical Study 


A SYMPOSIUM ON PAIN 
March 6, 1957 


Presented by 
The University of Kansas City School of Dentistry 
ind 


a 
The University of Kansas School of Medicine 


Subjects to Be Discussed: 

What Is Pain? 

Psychiatric Aspects of Pain 

Analgesic Drugs and the Pharmacology of Pain 
Dental Procedures to Minimize Pain 

The Management of Painful Tics 

The Management of Pain in Children 
Neurosurgical Procedures Used in Treating Intractable Pain 
Local Anesthesia (A Summary) 

The Anesthetic Management of Pain 

Open to all Doctors of Medicine and Dentistry 


Fee—$25.00 


PEDIATRICS 

March 11, 12 and 13, 1957 
Guest Instructors: 
ROBERT A. GOOD, M.D., University of Minnesota 
HAROLD E. HARRISON, M.D., Johns Hopkins University 
VINCENT C. KELLEY, M.D., Ph.D., University of Utah 
C. HENRY KEMPE, M.D., University of Colorado 
WILLIAM B. KIESEWETTER, M.D., University of Pittsburgh 
WALDO E. NELSON, M.D., Temple University 


Fee—$35.00 


ELECTROCARDIOGRAPHY 
March 18, 19, 20 and 21, 1957 


An intensive four-day program on the practical, 
clinical use of electrocardiography, beginning from 
an advanced framework. Under the personal di- 
rection of: E, GREY DIMOND, M.D., Professor of 
Medicine and Chairman of Department, and Di- 
rector of the Cardiovascular Laboratory. 


Fee—$50.00 


HEMATOLOGY 
March 25, 26 and 27, 1957 


Guest Instructors: 
WILLIAM DAMESHEK, M.D., Tufts College 


KURT N. VON KAULLA, M.D., University of 
Colorado 


Presenting didactic lectures on recent advances in 
several hematologic fields and actual microscopic 
study sessions on peripheral blood and bone mar- 
row. Enrollment is limited to thirty-five. 


Fee—$35.00 
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Phenylazo- diamino- yridine HC!—acts solely on the urogenital m 
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Effective in 93-98% of cases 
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Registration $5.00. Write Dr. William T. Bailey, De- 
partment of Medicine, Gorgas Hospital, Ancon, 
Panama Canal Zone. 


Review course in cardiology, New York Univer- 
sity Postgraduate Medical School, May 6-24. Electro- 
cardiogtaphy included. Emphasis on electrophysiol- 
ogy of the heart. Write the Dean, 550 First Avenue, 
New York 16, New York. 


Fifth annual interim meeting of District VII, 
American College of Obstetricians and Gynecologists, 
Statler-Hilton Hotel, Dallas, April 12-13. 


Ninth annual convention, International Academy 
of Proctology, The Plaza, New York, April 29-May 
2. No fee. Write the Academy, 147 Sanford Avenue, 
Flushing, New York. 


Approval of two-year residency program in gen- 
eral practice at U. S. Army Hospital, Fort Knox, 
Kentucky, given by A.M.A. Council on Medical 
Education. First year devoted to medicine and med- 
ical sub-specialties, including pediatrics; second year 
devoted to surgery and surgical sub-specialties, in- 
cluding gynecology and obstetrics. Write Depart- 
ment of the Army, Office of Surgeon General, Tech- 
nical Liaison Office, Washington 25, D. C. 


BOOK REVIEWS | 


Practical Pediatric Dermatology. By Morris Leider, 
M.D. Published by C. V. Mosby Company, St. Louis. 
433 pages. Price $10.50. 


This excellent book has much to recommend it. 
There are sound basic principles for diagnosis and 
therapy. Dr. Leider has listed 101 useful derma- 
tologic preparations for topical applications with 
specific amounts of each ingredient and notes on the 
actions and use of each prescription. Numerous charts 
and tables are used throughout the book. These are 
most complete and especially valuable in sorting out 
symptoms, locations, dermatoses, and their various 
treatments. 

Treatment, whenever discussed, is spelled out in 
detail. The exact amount of a medication is recom- 
mended, and the author tells how it is applied, how 
often, and for how long. Dermatologic terms are 
defined in some detail. This is most appreciated by 
the uninitiated. 

The first three chapters deal with the basic science 


aspect and general principles of diagnosis and ther- 
apy of the dermatoses. Etiology is the basis for 
grouping the dermatoses in the next seven chapters. 
The chapter on dermatoses due to allergy is par- 
ticularly good. The concept of allergy and its numer- 
ous skin manifestations is clear and concise. The 
lack of importance attached to diet and emotional 
disturbances would, I suppose, be argued by some. 

Dr. Leider has charm and wit in his writing. He 
also has force and authority. Reading this book is a 
valuable experience and an entertaining one. I envy 
his students.—O.L.M. 


Heart Sounds, Cardiac Pulsations, and Coronary 
Disease. By William Dock, M.D. Published by Uni- 
versity of Kansas Press, Lawrence. 97 pages. Price 
$2.50. 


This volume is a stimulating, albeit concentrated, 
bit of reading. It presents an excellent discussion of 
the heart sounds, including a report of Dock’s own 
work with ‘‘a gadget for eliciting heart sounds under 
water.” This portion of the book alone justifies its 
publication, and all physicians would do well to read 
it. 

The third part of the book is a discussion of cor- 
onary disease and the inevitable cholesterol. The 
author is convincing in his logical presentation of 
pertinent literature, and his conclusions therefrom 
seem justified. The section on cardiac pulsations is 
rather difficult to read because the diagrams and fig- 
ures are not often adjacent to the relevant text. How- 
ever, the complex subject is well summarized. The 
references are adequate. 

The work is well done with only one typograph- 
ical error, and that of little consequence. The reviewer 
would prefer to have larger type for the explanatory 
notes under each figure. The index is excellent.— 
G.L.N. 


Care of the Long-Term Patient. Chronic Illness in 
the United States. Volume II. Commission on Chron- 
ic Illness. Published for the Commonwealth Fund by 
Harvard University Press, Cambridge. 589 pages. 
Price $8.50. 


This book is one of a series of four volumes on 
the problem of chronic illness in the United States. 
The series covers the phases of prevention and care 
of chronic illness in rural areas, and in large cities. 
It represents an attempt to sum up the best available 
knowledge on this subject and to indicate solutions 
to what is admittedly a major social and economic 
problem. 

The commission was formed by four major organi- 
zations concerned with the problem, including the 
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HEAD COLD 


each coated tablet: 

Phenacetin (3 gr.). . 194.0 mg. 
Acetylsalicylic Acid (2% gr.) . 162.0 mg. 
Phenobarbital (4 gr.) . . . . 16.2 mg. 
Hyoscyamine Sulfate . . . . 0.031 mg. 
Prophenpyridamine Maleate. , 12.5 mg. 
Phenylephrine Hydrochloride . 10.0 mg. 
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heel where support is most needed. 

@ The patented arch support construction is guaran- 
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* Innersoles guaranteed not to crack or collapse. 

®@ Foot-so-Port lasts designed and the shoe construc- 
tion engineered with orthopedic advice. 

® Conductive Shoes for surgical and operating room 
personnel, N.B.F.U. specifications. 
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Shoe designed by noted orthopedic surgeon. 
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abled feet than any other shoe manufacturer. 


Send for free booklet, '‘The Preservation of the Function of the 
Foot Balancing and Synchronizing the Shoe with the Foot."" 
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Shoe Agency. Refer to your Classified Directory 


Foot-so-Port Shoe Company, Oconomowoc, Wis. 
A Division of Musebeck Shoe Company 
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Kansas 


J. L. Lattimore, A.B., M.D., Pathologist 
A. A. Fink, A.B., M.D., Pathologist 

Ralph S. McCants, A.B., M.D., Pathologist 
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A.M.A., and has received assistance or representa- 
tion from practically every group concerned in any 
way. The work has gone on since 1949, culminating 
in a conference of 600 interested persons in 1954. 
The basis of the text is a list of 80 conclusions and 
recommendations adopted by the commission after 
this conference. The text serves to amplify, explain, 
and substantiate these with as much data and mate- 
rial as practicable. 

This book is devoted to the problem of care for 
chronically ill patients in this country. Its scope is 
set forth in the first section, which attempts to define 
the problem, present its dimensions and their magni- 
tude, and describe the present status of care. Specific 
attention is then given to various aspects of the 
problem, particularly where such patients can be best 
cared for, who should care for them, and how they 
can best be rehabilitated. Next, consideration is 
given to how this may be accomplished, with sections 
on the coordination and integration of activities con- 
cerned, research in the field, and the financing of 
care. Finally, there is appended a considerable 
amount of specific data and relative detailed infor- 
mation. 

None of the material in this book is original in- 
formation, though a great deal of new study was 
done in preparation for it. Rather, it is a summary 
of information gained from many sources and an 
attempt to draw useful conclusions. Some of these 
conclusions are of particular interest to physicians. 

Great emphasis is placed on the importance of the 
personal physician in the care of the long-term pa- 
tient in all phases of his illness. It was strongly 
urged that greater efforts be made to care for these 
patients in their homes, and that community facili- 
ties be organized to aid the physician in this task. 
As a logical sequence to this attitude, physicians are 
urged to make better and greater use of ancillary 
facilities available, and it is recommended that 
physicians learn to take a longer range of view of 
chronic illness, with emphasis on rehabilitation and 
the team approach to medical care. 
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A specific recommendation is made that physi- 
cians in practice keep records which will permit 
study of the development and progress in chronic 
illness, as they observe it in their patients, to in- 
crease our understanding of this problem. Finally, 
individual physicians may be interested in the com- 
mission’s indecision on the question of extending 
Social Security benefits to disabled persons, which 
led to a watered-down recommendation and a strong 
minority report. 

This is not a medical textbook, nor is it intended 
primarily for physicians, but it deals comprehen- 
sively with a subject which is of interest in one way 
or another to every physician. It will be interesting 
to any physician who wishes to gain a better per- 
spective of his own role and that of his patient in 
this community problem. Portions of it will be valu- 
able to the physician who serves on institutional or 
organizational boards or other policy-making bodies. 
It will be a valuable reference for the physician who 
is called upon to advise on, or discuss, some aspect 
of the many-sided problem of chronic illness. The 
material is authoritative and represents the thinking 
of acknowledged leaders in the various fields con- 
cerned. It is well organized and clearly written. The 
printing and publishing are quite satisfactory.—J.E.S. 


Official A.M.A. Book of Health. Edited by W. W. 
Bauer, M.D. Published by Dell Publishing Company, 
New York City. 320 pages. Price 35 cents. 


This paper-back book, to be found on any Dell 
rack at the corner store, has been compiled from ar- 
ticles and editorials originally published in Today's 
Health. It contains, therefore, information that is 
authentic, appropriate, and well written. In the intro- 
duction Dr. Bauer says, “It does not give you cures 
for diseases, nor lists of symptom by which you can 
deceive yourself into thinking you have an illness 
which you do not have. It does give you sufficient 
information about the human body to be useful in 


THE SOUTHARD SCHOOL 


A residential school for elementary grade 
children with emotional and behavior 
problems. 


Child Psychiatry Service 
THE MENNINGER CLINIC 


J. COTTER HIRSCHBERG, M.D., Director—Topeka, Kansas; Telephone 3-6494 


THE CHILDREN’S CLINIC 


Outpatient psychiatric and neurologic 
evaluation of infants and children to 


eighteen years. 
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Our New Location 


Medical Arts Buiiding 
Tenth and Horne Sts. 
cs Topeka, Kansas 


Across the Street From 
Stormont-Vail Hospital 


Retail Store—1st Floor 
Physicians and Hospital 
Supply Store in the Basement 


Munns Medical Supply Co. 


Telephone 5-5383 


Protection Against Loss of Income From Accident and Sickness 
as Well as Hospital Expense Benefits for You and Ail Your 
Eligible Dependents. 


ALL 


COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 2, NEBRASKA 
Since 1902 


PROVEN 
PAIN CONTROL 


GRADATIONS OF ANALGESIA 
with light sedation 


‘EMPIRAL’® 
Phenobarbital gr. 
Acetophenetidin gr. 2% 
Acetylsalicylic Acid gr. 342 


‘CODEMPIRAL’® No. 2" 


Codeine Phosphate gr. % 
Phenobarbital gr. % 
Acetophenetidin gr. 2% 
Acetylsalicylic Acid gr. 34 


‘CODEMPIRAL’® No. 3” 


Codeine Phosphate gr. 4 
Phenobarbital gr. % 
Acetophenetidin gr. 2% 
Acetylsalicylic Acid gr. 3% 


(N) subject to Federal Narcotic Law 
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Tuckahoe, Y. 
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Quality of Service to the doctors 
determines the true worth of an 
Insurance Plan. 


Nearly 80 per cent of eligible 
Kansas Medical Society members 
are insured under the Washington 
National Plan. 


Hundreds of claims have been 
paid with not one having been re- 
ferred to the Insurance Commit- 
tee for arbitration. 


FIRST INSURANCE AGENCY 


1008 Oakley Topeka, Kans. 


WITH US: 
Average per capita incidence of suits 
1927-1946 58%, lower than 1927-1936 
1947-1956 24% lower than 1937-1946 


TOPEKA Office: 


R. E. McCurdy, Rep., 
P. O. Box 871 


Telephone 2-3027 


what you want most to do, namely, to live in good 
health with success and happiness.” 

Patients who ask for information on matters per- 
taining to health will find much of interest in this 
volume.—P.F. 


Diseases of the Heart and Circulation. Second Edi- 
tion. By Paul Wood, M.D. Published by ]. B. Lippin- 
cott Company, Philadelphia. 1005 pages. Price $15. 


This is a superb textbook. Dr. Wood has covered 
the field of cardiovascular disease from the view- 
point of a single authority surprisingly adequately. 

The chapter on physical signs illustrates well the 
outstanding ability of the author in this field. His 
comments on the clinical importance of the venous 
pulse of the phonocardiogram of interventricular 
pressure curves and of carotid pulse are especially 
well written. 

The chapter on congenital heart disease is prob- 
ably the best chapter in the book. This one chapter 
is 147 pages in length, and is a textbook within 
itself. This chapter is especially valuable because it 
summarizes the experiences of the author’s own 
group in the general field of congenital heart disease. 

There are three outstanding textbooks of cardi- 
ology—White, Friedberg, and Wood. It would be 
impossible to choose one of these three books inas- 
much as each reflects the special brilliance of its 
own author.—E.G.D. 


Research in Allergy Expanded 


An expanded program of research in allergy and 
infectious diseases was started recently, according to 
a report from the U. S. Department of Health, Edu- 
cation, and Welfare. The National Microbiological 
Institute, which is being redesignated as the National 
Institute of Allergy and Infectious Diseases, will ad- 
minister the program. 

It is estimated that 16 million persons in this coun- 
try suffer from some form of allergy. Some mani- 
festation of allergy is experienced by at least 50 per 
cent of all people at some time in their lives. 

The institute will support long-term basic studies 
through grants to research scientists in universities 
and medical schools. An increase of more than 
$3,000,000 is being sought for the program for the 
fiscal year 1957. 


Traffic safety has become one of the most urgent 
challenges to the American public. Last year’s toll: 
38,300 killed; 1,350,000 injured, and an economic 


loss of nearly five billion dollars. This is the worst | 


record in 14 years. 
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The Neurological Hospital 


2625 West Paseo, 
KANSAS CITY, MISSOURI 


A voluntary hospital providing the care and 
treatment of nervous and mental patients 
and associate conditions. 


The Merchants 
Finance Corporation, Inc. 


Announces: 


A service to aid physicians and hospitals to rapidly 
liquidate slow-paying and past-due accounts at a very 
low cost. 

We go beyond the conventionalized method and 
offer the debtors a constructive plan to discharge their 
debts. You are invited to participate in its benefits. 

Full Details Readily Supplied 
MERCHANTS FINANCE CORPORATION, INC. 
“BENNETT BLDG., OTTAWA, KANSAS 
A Kansas Corporation 


SECLUSION MATERNITY 
FAIRMOUNT 
HOSPITAL 


For Unmarried Girls 
Est. 1909 


Private sanitarium with 
certified obstetrician in 
charge. Folder fully de- 
Write for scribing FREE 
on request. y en- 
HELEN AMOS trance advised. 

4911 East 27th St. Rates reasonable. In 
Kansas City, Mo. certain cases work given 

Phone: WA. 3-3577. to reduce expenses. 


Everything for the Laboratory 


SOUTHWEST SCIENTIFIC 
CORPORATION 
LABORATORY SUPPLIES AND EQUIPMENT 


122 South St. Francis Street 
Phone 2-0582 Wichita, Kansas 


Surgical Supports, Deformity 
Braces, Trusses, Polio Splints, 
Elastic Hose 


Wheel Chairs—Hospital Beds—Invalid Walk- 
ers—Sick Room Equipment 


PETRO'S SURGICAL AND x 
ORTHOPEDIC APPLIANCES 


618-20 Quincy Topeka, Kans. Phone 40207 


PHYSICIANS AND PSYCHIATRISTS FOR CALIFOR- 
NIA STATE. STREAMLINED EMPLOYMENT PRO- 
CEDURE: By interview only (no written examinations). 
Interviews held periodically in California and nation- 
wide. Wide choice of positions in 15 large State hos- 
pitals, institutions, and veterans home. 40 hour week, 
liberal vacation, and other benefits including generous 
retirement annuities. Annual salary increases. Three 
salary groups: $10,860 to $12,000; $11,400 to $12,600; 
$12,600 to $13,800. Candidates must be U. S. citizens 
and in possession of, or eligible for, California license. 
For full information write to Miss Carmack, Supervisor, 
Medical Recruiting, Box A, State Personnel Board, 
801 Capitol Avenue, Sacramento, California. 


Prairie View Hospital 
Newton, Kansas 


Emphasizing a therapeutic milieu and 
psychotherapy. A non-profit psychiatric 
service of the Mennonite Central Com- 
mittee. 


CLASSIFIED ADVERTISEMENTS 


FOR SALE—Ritter electric operating table, approximately 
4 years old, excellent condition, explosion proof motor. Will 
sell reasonably or trade for an American Sterilizer operating 
table. Call or write Jack F. Hensley, Administrator, Asbury 
Hospital, Salina, Kansas. 


LOCUM TENENS—General in Kansas colle e 
town wishes reliable man to his y= 
1, 1957, to July 1, 1958. Practice in town with cnuelinnt sd 
pital facilities, Well qualified consultants available. Financial 
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; . best results were obtained with women 
35 to 55 years of age, who complained of 
anxiety, insomnia, chronic fatigue and 


despondency.”” 


Many physicians have reported favorable results with 
‘Compazine’ in the mild or moderate mental and emotional 


conditions often associated with the menopause. 


For example, in a series of 84 patients, Knoch and Kirk 
report outstanding results in women 35 to 55. The authors 
state that after “Compazine’ treatment, these women “were 
no longer fatigued, were sleeping well, had increased energy 
and showed a lively interest in their surroundings.” 


‘Compazine’ is S.K.F.’s new tranquilizer and antiemetic for 


everyday’ practice. 


‘Compazine’ has shown minimal side effects. 


Compazine 


a true tranquilizing agent 


Smith, Kline & French Laboratories, Philadelphia 


1. Knoch, H.R., and Kirk, R.: Proclorperazine—A New Agent for the 
Treatment of Psychic Stress, in manuscript. 


*Trademark for proclorperazine, S.K.F. 
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